No. 1104 Vol. 184 Price 5s. JUNE 1960 


THE 
PRACTITIONER 


Founded 


PSYCHOLOGY AND PSYCHIATRY IN 
GENERAL PRACTICE 





CHLORPROMAZINE HYDROCHLORIDE 


iS NOW THE STANDARD 
AGAINST WHICH ALL DRUGS WITH A SIMILAR 
TYPE OF ACTION ARE ASSESSED 


‘Largactil’ is important in ay 
General Medicine 


Psychiatry © Obstetrics 
Geriatrics * Paediatrics 
Anaesthesia 


Detailed information is available on request 


MANUFACTURED BY @ MAY & BAKER LTD 


4n MGB brand Medical Product MASS64 
DISTRIBUTORS: PHARMACEUTICAL SPECIALITIES (MAY & BAKER) LTD DAGENHAM 


For contents of this issue see overlecf 





for the first time— 


"With single-dose treatments the 
toxic effects some times described 
during seven-day courses have not 
been seen sou” 


“With its 

toxicity» ease of 

and simplicity of dosages 

pripsen 45s at present, the remedy 
of choice for enterobiasise" 


Lancet, 1960, 1, 256 


WESTM 
INSTER LABORATORIES LTD 


CH 
ALCOT ROAD, LONDON N 
Wut 











SI ’ 4 Consultant Editor in U.S.A 


BENTINCK STREET, LONDON, W WELBECK 





CONTENTS 
Vol. 184. JUNE 196¢ 


The Month 

The Biological Approach to Mental Disease: |. } 
Schizophrenia in General Practice: |) | 
Senile Dementia: ©. ©. li 

The Organic Psychoses: |. Rk. C. | 
The Present Status of Leucotomy: \\ 


F.R.C.S 


The Etiology and Diagnosis of Mental Deficiency: Ken: 


The Problem of Chronic Alcoholism: Lincoln W 


LRA 


Emotions and the Menstrual Cycle: L: 
VMILR.¢ 


Youth and Age: |’ 
Joan M. Macku \ 
Coronary Thrombosis in 
Mf } RO ~ 
‘Phosdrin’ Poisoning: |! 
Exploring Will We Go: | 
General Practitioners’ Forum 
Small Ventral Hernias in Children: B. Hl. Pentne M.R.C.S 


Measles in General Practice: Ml. Ashleyv-Miller, B.M., B.CcH 
| I> NI | nir MI BS 


Continued overle 


LYMOCII conse: 


against upper respiratory tract infections 


Each lozenge contains Xanthocillin 1mg., Benzocaine 5mg. In tubes of 12 











STILLERS COMPANY (8 r t TED 
Broadway House, The Broadway, W ed Londor 1 LiBerty 6600. Owners of the trademark Zynoein’ 
Pr ow 








For the first time- 


“With single-dose treatments the 
+oxic effects some times descri 
during seven-day courses have not 
been seen oon 
jack of 


high cure rates 
administrations 


pripsen as 
of choice 


Lancet, 1960, 1, 256 


Pripsen 


: 
. «i 











THE PRACTITIONER 


EDITORS 
SIR HENEAGE OGILVIE, K.B.E., D.M., M.CH., F.R.C.S. 
WILLIAM A. R. THOMSON, M.D. 
JOSEPH GARLAND, M.D. (Consultant Editor in U.S.A.) 


5 BENTINCK STREET, LONDON, W.1. WELBECK o121 





CONTENTS 
Vol. 184. JUNE 1960 


The Month ; ; :, ; ; 
The Biological Approach to Mental Disease: J. J. Groen, M.v. 
Schizophrenia in General Practice: Denis Leigh, M.D., F.R.C.P. 
Senile Dementia: C. C. Beresford, M.n., D.P.M ; . : 
The Organic Psychoses: |. R. C. Batchelor, M.B., F.R.C.P.ED., D.P.M. 
The Present Status of Leucotomy: Wylie McKissock, 0.8.£., M.S., 
F.R.C.S. . ; ; ; ‘ 
The Etiology and Diagnosis of Mental Deficiency: Kenneth Soddy, 
M.D., D.P.M ° ° . . 
The Problem of Chronic Alcoholism: Lincoln Williams, M.R.c.s., 
L.R.C.P : ; . ; ‘ 
Emotions and the Menstrual Cycle: Desmond O'Neill, M.c., M.D., 
M.R.C.P., D.P.M ° 


Youth and Age: Professor W. S. Craig, M.D., F.R.C.P., F.R.C.P.ED., and 

Joan M. Mackinnon, M.B., CH.B ; i ‘ 
Coronary Thrombosis in Business Executives: H. Beric Wright, 

M.B., F.R.C.S. . : . . ; : . : 765 
‘Phosdrin’ Poisoning: Edward J. R. Rossiter, M.R.C.S., L.R.C.P. . - 769 
Exploring Will We Go: John B. Dawson, B.M., M.R.C.P.ED. ’ ian 
General Practitioners’ Forum 

Small Ventral Hernias in Children: B. H. Pentney, M.R.c:s., 


L.R.C.P , , ° 779 
Measles in General Practice: M. Ashley-Miller, B.M., B.CH. 
D.OBST.R.C.0.G., and D. M. Fanning, M.B., B.S. . ‘ ‘ 731 


Continued overleaf 





LYM CIN cence: 


against upper respiratory tract infections 
Each lozenge contains Xanthocillin 1mg., Benzocaine 5mg. in tubes of 12 


THE DISTILLERS COMPANY (Biochemicais) LIMITED 
Broadway House, The Broadway, Wimbledon, London, S.W.19 Te! L!Berty 6600. Owners of the trademark ‘Zynoeim’ 
Pr Ou 








THE PRACTITIONER 











CONTENTS—continued 


General Practitioners’ Forum (continued) 


Phenylbutazone in the Treatment of Dysmenorrheea: R. L. 
MacQueen, M.R.C.S., L.R.C.P. ‘ . . : ‘ ‘ 
The Low Incidence of Gastro-intestinal Symptoms Encoun- 
tered in the Clinical Use of a Chelated Oral Iron Com- 
pound: R. D. S. Barnes, M.B., B.s. ; j ; 


Current Therapeutics. CL.—The New Penicillins: A. H. 
Douthwaite, M.D., F.R.C.P : ; j . ; 

Calling the Laboratory. VI.—The Control of Anticoagulant 
Therapy: E. K. Blackburn, M.D., F.R.F.P.S ‘ ; 

Revision Corner 
The Undescended Testicle: D. Innes Williams, M.v., M.CHIR., 

F.R.C.S ° ° > e 

Nocturia: P. B. S. Fowler, p.M., M.R.c.P 

Notes and Queries 

Practical Notes . 

Reviews of Books 

Notes and Preparations 

Notes from the Continent 

Fifty Years Ago 

Motoring Notes 

Travel Notes 

Bridge Notes 


For Editorial and Publishing Announcements, see page A 134 


DISTAVAL 


(thalidomide) 


NON-BARBITURIC sedation 


SEDATIVE AND HYPNOTIC 











Tablets of 


25mg. and 100mg. SOUNder sleep 





a THE DISTILLERS COMPANY (Biochemicals) LIMITED 
Broadway House, The Broadway, Wimbledon, London S.W.19 Telephone: LiBercy 6600 


owners of the trade mark ‘DISTAVAL’ ren 6/98D 





ANNOUNCEMENTS 








MONPHYTOL 


Rege TRADE MARE 


Provides Relief and Promotes Healing 
in 
ATHLETE’S FOOT and CHRONIC PARONYCHIA 


A colourless, rapidly drying paint, clean and economical in 
use and conveniently applied by a brush fitted to the cap. 
Monphytol provides prompt relief and resolution of derma- 
tophytoses due to yeast and fungal infections and is effective 
in prophylaxis against these conditions. 


Active constituents per 100 ml.: Boric Acid B.P. 2 G.; Chlorbutol B.P. 
3 G.; Methyl Salicylate B.P. 18 ml.; Salicylic Acid 12 G.; Undecylenic 
Acid B.P. 5.5 ml. 
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DIET PROBLEM? 


TAKE A CARD... when diet is an important : 2 
factor in treatment, it saves valuable time if you ? 2 
can put your finger on an indexed card giving 
the appropriate diet. 

The Energen Desk Filing Box with its selec- 
tion of standard diets is but one of the aids 
provided for the general practitioner by the 
Energen Dietary Service. Other facilities in- 
clude the preparation of special diets for 
individual cases, and consultations with a dieti- 
tian where desirable. ‘These services are avail- 
able free in the United Kingdom. For full 
details please write to: The Manager 





THE ENERGEN DIETARY SERVICE 


25a Bryanston Square, London, W.1. Telephone: Ambassador 9332. 
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THE DEVELOPMENT OF THE INFANT AND 
YOUNG CHILD: Normal and Abnormal 

By R. S. ILLINGWORTH, M.D., F.R.C.P., D.P.H., D.C.H. 

324 pages. 95 illustrations. 27s. 6d. 


DISEASES OF THE SKIN 
James Marshall. 


AN INTRODUCTION TO 
CLINICAL NEUROLOGY 


THE PRINCIPLES AND PRACTICE OF Second Edition Reprim. Sir Gordon 
MEDICINE Hetmes. Se. 


Fifth Edition. Edited by SIR STANLEY DAVIDSON, ™.D., ALCOHOLISM: A Manual for 
F.R.C.P., M.D.(Osio). Students and Practitioners 


1,124 pages. 99 illustrations. 35s. Lincoln Williams. Gs. 6d. 
PATHOLOGY OF INFANCY AND 
CHILDHOOD 


By AGNES R. MACGREGOR, ™.D., F.R.C.P.E., F.R.C.O.G. 
639 pages. 399 illustrations. 75s. 


PSYCHOLOGICAL MEDICINE 
Fourth Edition. Desmond Curran and 
Maurice Partridge. 2s. 

AN INTRODUCTION TO 


PHYSICAL METHODS OF TREAT- 
MENT IN PSYCHIATRY 


Third Edition. William Sargant and 
20s. 


ESSAYS ON THE FIRST HUNDRED YEARS 
OF ANAESTHESIA 
oy W. STANLEY SYKES, M.B.E., M.A., M.8., B.Chir.(Cantab.), 


Eliot Slater. 
171 pages. 68 illustrations 30s. THE NATURAL DEVELOP- 


MENT OF THE CHILD 
RN ie PROSPECT OF THE CANCER fast Aidan: dente. bin 


By D. W. SMITHERS, M.D., F.R.C.P., F.F.R. ote. 66, 


248 pages. 70 illustrations 37s. 6d. one OF THE NERVOUS 


This forms an introductory volume to the important new series 
Ninth Edition. Sir Francis Walshe. 30s, 


entitied Neoplastic Disease at Various Sites.” 


= TEVIOT PLACE, EDINBURGH * 
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THE PAEDIATRIC PRESCRIBER 
PINCUS CATZEL, M.B., B.Ch., M.R.C.P., D.C.H. 
Foreword by Sir WILFRID SHEL DON, K CV x M.D., F.R.C.P. 
Prescribing for children is a task which faces every doctor almost daily, yet no handy pocket 
guide has been available until now. Dr. Catzel’s book is reliable, accurate and concise: to the 
busy doctor it will prove indispensable for constant reference 
256 pages 15s. 


INTRODUCTION TO ee ewe WE HEART DISEASE 

L. SCHAMROTH, M.B., B.Ch., F.R.F.P.S., and FAY SEGAL, M.D. 

This book provides a simplified account of the commoner congenital cardiovascular anomalies. 

Profusely illustrated with unusually clear self-explanatory diagrams, it will have an immediate 

appeal to every general practitioner who has little time to consult the more elaborate textbooks. 

128 pages 86 illustrations 22s. 6d. 
ESSENTIALS OF FLUID BALANCE 

Second Edition 

D. A. K. BLACK, M.D., F.R.C.P. 

No introduction can be needed to this little book by Professor Black, of whom the British Medical 

Journal said: * There is no-one better qualified to write a guide to the subject’. 

152 pages 6 illustrations 20s. 
THE CHILD WITH pone. PAINS 

JOHN APLEY, M.D 

* Family practitioners a saaiicitalitis will find this a very useful litthe monograph.’—The 

Practitioner. 

96 pages 12s. 64. 
CLINICAL PHYSIOLOGY 

Edited by E. J. MORAN CAMPBELL, B — Ph D: M.D., M.R.C.P. 

and C. J. DICKINSON, B.A., B.Sc., B.M., M.R.C 

Foreword by Sir ROBERT PLATT, M. D., 'M Sc., P q CP. 

*It is high time that the fruits of this most fruitful period of clinical science were presented in 

readable form for the student, the postgraduate and, perhaps above all, for the established physician 

‘ This was a venture in which I believed so much, I could not resist the temptation to be 

associated with it..—From the Foreword. 

$40 pages 30 illustrations 50s. 


BLACKWELL SCIENTIFIC PUBLICATIONS LTD. 
24-25 Broad Street, Oxford 
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Have YOU a talent for writing ? 


Mills & Boon Ltd., Publishers, offer prizes totalling £1,000 for full- 
length prose works with a medical background or interest. Entries are 
invited in two categories: (1) A romantic novel, (2) A work of fiction or 
non-fiction’(other than a medical text-book) outside Category 1. Prizes 
offered in each class are: Ist £350 and publication on usual royalty and 
other terms, 2nd £100, 3rd £50. Entries which fail to win a First Prize 
may none the less be considered for publication. Prize money wili not 
be regarded as an advance on royalties. All work submitted must be 
hitherto unpublished. This competition is intended to encourage new 
authors, and therefore entries will not be accepted from writers who 
have previously had a full-length work published within either of the 
above categories. This competition will be judged by the following 
panel: Lady Barnett, M.B., Ch.B.; Miss J. Elise Gordon, O.B.E., 
M.A.; Sir Heneage Ogilvie, K.B.E., M.Ch., F.R.C.S., etc.; J. Harvey 
Flack, M.D., etc., the Editorial Director of Mills & Boon. More than 
one entry may be submitted by any competitor, but a separate entry 
form must be used in each case. 


For further details please send stamped addressed envelope to: 
Mills & Boon Ltd. (Comp.), 50 Grafton Way, London, W.1. 

















The curative properties of water 
and of air have been known and 
used for thousands of years 


for the healing 


and prevention 
of illness 


Full information on the indications 
and uses of the 3/ spas in Bavaria 
is contained in the new publication 


‘The Bavarian Spas”’ 
* * 7 


A copy (48 pages, !!2 illustrations) of “The 
Bavarian Spas” is available on application te 
Bayerischen Hellbader - Verband 
Abt. E 3b, Regentenbau, 
Bad Kissingen, West Germany 
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Grune & Stratton Publications 


CLINICAL ENDOCRINOLOGY. I 
Edited by E. B. ASTWOOD, M.D. 
169 Illustrations 


CARDIAC AUSCULTATION 
Including Audio-Visual Principles 
(2nd revised and enlarged edition) 
Edited by BUTTERWORTH, CHASSIN, McGRATH & REPPERT 
100 pages 
THE HUMAN SPINE IN HEALTH & DISEASE 
By G. SCHMORL, M.D., and H. JUNGHANNS, M.D. 
419 Illustrations 153s. 


44s. 


285 pages 


DIAGNOSIS & TREATMENT OF TUMORS OF THE CHEST 
Edited by D. M. SPAIN, M.D. 
384 Charts and photographs 104s. 


LEUKOCYTE ANTIGENS & ANTIBODIES 
By R. L. WALFORD, M.D. 
7 Illustrations 


15-16 Queen Street, London, W.1 


370 pages 


150 pages 





OSTEOPATHY 


The London College of Osteopathy 
Andrew Still House, 24 Dorset Square 
London, N.W.! 


Through the generosity of the Leverhulme Trust Fund a number of Scholarships, each valued at £625, are avail- 
able to men and women holding a qualification in medicine and surgery obtained and nised in Great Britain. 

The next Course commences on the 4th of October, 1960, and consists of four terms’ postgraduate study. 

The aim of the College is to present to the student the theory and practice of Osteopathy and to equip him to 
practise efficiently as an Osteopathic physician. 

The Diploma of the College—Licentiate of the Faculty of Osteopaths-—(L.F.O.)—will be awarded to successful 

d on pletion of the Course. 

Lectures and Clinical studies will take place at the Osteopathic Association Clinic. 

The Osteopathic Clinic and X-ray Department are lodged in the same building as the College. Clinical material 
is available for teaching purposes and for continuation of study. 

The students’ time is fully occupied during the specified hours, five days per week. 

Further particulars can be obtained from the Secretary. 











The Medical Service of the Royal Navy 
VACANCIES FOR MEDICAL OFFICERS 


Candidates are invited, for Short Service Commissions of 3 years, on termination of 
which a gratuity of £600 (tax free) is payable. Ample opportunity is granted for 
transfer to Permanent Commissions on completion of one year’s total service. Officers 


so transferred are paid instead a grant of £1,500 (taxable). 

All entrants are required to be British subjects whose parents are British subjects, 
medically qualified, physically fit, and to pass an interview. 

Full particulars from the Admiralty Medical Department, Queen Anne’s Mansions, 
St. James’s Park, London, S.W.! 
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Details from your Travel Agent 
A.A., R.A.C. or direct from 
SILVER CITY AIRWAYS LTD 
62 Brompton Road S.W.3. KEN 4567 





| If the answer is: “ Everything!” you need a 


filing system to master the chaos before the 
chaos masters you — and the most masterly 


| filing cabinets are made by Amerson. Smart, 


efficient, in a variety of colours and finishes, 


| Amselock filing cabinets save you time — no 


hunting! — no worry; you cannot lose 
things! They are specially designed to 


| accommodate N.H.S. Medical Records and 


can be built up gradually as your practice 


| increases. 


For further information, please write to: 


AMERSON Ltd 


(Sole Proprietors of the Amselock Patents) 


| MAGNOID WORKS, ALBERT RD., BRISTOL 2 


Phone: BRISTOL 78054 


| Amselock filing systems are also available from 


leading Surgical Instrument and Office Equipment 
Suppliers 
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For this “‘Polio Child’’ 
SPENCER PROVED HELPFUL 


Case Abstract— 


Female child, at the 
age of 6, suffered acute 
poliomyelitis two years 
before these photo- 
graphs were taken. 
Note residual paralysis 
of abdominal muscles, 
left dorsal scoliosis and 
marked lordosis. Also, 
note correction of pos- 
tural line obtained with 
Spencer Support. The 
Support has rigid steels 
each side of spine to 
help prevent further 
development of de- 
formity and includes a 
Spencer Abdominal Spring Pad* to serve as a resilient visceral elevator. This 
child will probably need support permanently. 


After 


Every Spencer Support—for ‘men,’ women, children—for abdomen, back, breasts 
—is designed to order to meet the prescribed individual needs. Thus, Spencer 
provides safe, comfortable, effective support. Patented. 


For further information and Brochure on Spencer Supports write to: 


SPENCER (BANBURY) LTD. 


Consulting Manufacturers of 


Surgical and Orthopaedic Supports 


SPENCER HOUSE BANBURY OXFORDSHIRE 
Tel.: Banbury 2265 


Lendon Office: 2 South Audley Street, W.!. Tel.: GROsvenor 4292 


APPLIANCES SUPPLIED UNDER THE NATIONAL HEALTH SERVICE 
THROUGH SUBSIDIARY COMPANY SPENCER (SURGICAL SUPPLIES) LTD. 


Trained Retailer-Fitters resident throughout the Kingdom. Name and address of nearest Fitter supplied 


Copyright eee 
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Working for the Nation’s Children No. 44 


A Card of Greeting 


“Much of our work today”, said an 
Inspector of the N.S.P.C.C. recently, has to 
do with children who are left alone in the 
house. Sometimes this happens during the 
day, when the children are left to their own 
devices; often they are left in bed, safely 
asleep, or so the parents think. I have 
learned from experience that any child of 
tender years who is left alone is never out 
of danger. 

“ When, however, I point this out to such 
parents I am often abused. This happened 
at the end of last year when | cautioned a 
mother about leaving her children—on one 
occasion she left them all day and did not 
return until 11.30 at night. 
meet her and she became hysterical: I sup- 


pose a guilty conscience had something to do | 


with that. Hewever, when | called next day 


she was very apologetic, I was able to help | 
her in a variety of ways, conditions in the | 
home gradually got better, and now the | 


children are not left alone. At Christmas I 


received a note from the mother expressing | 


THE 

SAFEST 

AND BEST 

| PREPARATION 
OF 

OPIUM 





Nepenthe holds pride of place 
among the many preparations of 
Opium produced over the last 100 
years. Containing all the constit- 
vents of Opium, it does not cause 
the usual unpleasant after-effects, 
and is ‘constantly effective over 
long periods. 

At the request of many doctors, 
Nepenthe has been produced asa 
sterile solution for parenteral in- 
jection, and both oral and sterile 
solutions can be prescribed with 
complete confidence. Packed in 2, 
4, 8 and 16 oz. bottles and for in- 
jection in 4 oz. rubber - capped 
bottles, sterile, ready for use. 


FERRIS & CO LTD. BRISTOL 


I was there to | 





4 


TONALIX - MIST. TUSSINFANS 
SEDRESOL OINTMENT - SYROTUS 
SYRUP. PECTORALIS RUB 
LOTIO ZINC. SEDATIVA 





her thanks for what the Society had done to | 
help her and with it was a very nice greetings | 


card ”’. 


Cases like this—an actual case on the files | 


of the N.S.P.C.C.—are dealt with frequently 
by the Society; for the scope of the Society’s 


work is very much wider than cases of | 


cruelty or gross neglect. 


If the Society can | 


do anything at any time to help children | 
whose welfare, happiness or future is in | 


jeopardy, it will do it. 


This vital humani- | 


tarian work depends on your subscriptions 


and support. 
tions to: 


The Director 


N°-S°P°C°C 
ROOM 103, VICTORY HOUSE, 
LEICESTER SQUARE, LONDON, W.C.2 


The N.S.P.C.C. helped over 
100,000 children last year 


When advising on Wills and Bequests 
remember the N.S.P.C.C. 





Please send your contribu- | 








Presentation: 50 tabjets ln 
5 rolis of 10—N.H.8. Price 
2/-. Alse in gel term. 
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A rational 
procedure 


WHEN PRESCRIBING ELASTIC HOSIERY: 


ALL AVERAGE CASES 


Conematy poaferend Thigh Stockings, 
fer Weems Elastic Yarn, Scholl. 
(virtually invisible under usual hose) 





Generally preferred Below-knee Stockings, 
fer tien Elastic Yarn, Scholl. 


(nen-slip without suspenders) 


EARLY VARICES 


Thigh Stockings, 
Nylastik, Scholl. 
(Full-feoted) 





These lightweight nylon elastic 
stockings provide a degree of 
support which is entirely adequate 
in many cases of early varices, 
and in pregnancy. 


The name Scholl ensures 
support, fit and comfort 


PRESCRIBABLE ON N.H.S. 


THE SCHOLL MFG. CO. LTD., 182-204, ST. JOHN STREET, LONDON, E.C.!I 
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British Oxygen equipment and gases... 


os 


THE WRIGHT 
respirometer 


. used every day to ease pain and save lives 


a iO 





universally prescribed 
-—clinically proven 





Ortho Pharmaceutical Limited 
Saunderton - Buckinghamshire 





new 
major 


tranquilliser... 


“*Melleril was superior to all other phenothiazines 
in its ability to bring about clinical improvement 
in florid and overactive schizophrenics with 
the minimum of side-effects . ..” 
J. ment. Sci. (1960) 106, 732. 


“The most striking aspect of Melleril therapy 


is the poverty of side-effects.” 
J. Amer. med. Ass. (1959) 170, 1283 


Mielleril 


BY | SANDOZ 


the tranquilliser pure and simple 


Melileril (thioridazine hydrochloride): tablets of 10 mg., 25 mg., 50 mg. and 100 mg. in bottles of 50 and 250. 














motional disturbance 











Fentazin 


AH t bentazin wa trade mark 


when conventional therapy 





ae ee” 


cannot reach the emotionally 
troubled patient with somatic illness 


makes the patient more accessible 





FENTAZIN TABLETS Contain 2mg., 4mg., or 8mg. perphenazine, in bottles 
of 50 and 500. FENTAZIN INJECTION Contains 5mg. perphenazine in 
1¢.c. Boxes of 5 and too:ampoules of 1 c.c. 


ALLEN & HANBURYS LTD Bethnal Green London E 2 
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_ Eagerly accepted . . . highly effective 


Fae, as 


ie we de it inn ce are ali Sl i li on aay 


cherry-flavoured, non astringent 


SYTRON 


liquid oral-iron therapy 


Normally children rebel strongly against taking liquid iron preparations. 
But syTRON* is different. A pleasant cherry-flavoured elixir, it has little 
or no astringent taste and proves completely acceptable to the most 
fastidious child. 

Moreover, in its recommended dosage, sYTRON does not stain the teeth 
and seldom causes any intestinal irritation. OTRADE MARK 


...  SYTRON contains in 8 ml. (2 teaspoon- 

= stp. ~=«fuls) sodium ironedetate equivalent to 55 

ae Nad G —eeOTN Abe IP)? inc of iron, and is available in bottles of 
4, 16 and 80 fi. ozs. 


PARKE DAVIS & COMPANY Inc USA‘Liability Limited * HOUNSLOW * MIDDX. * TEL: HOUNSLOW 2361 
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sterisi| 


TRADE MARK 


controls the major organisms 
in vaginal and cervical infections 


PRESENTATION: 

boxes containing a tube of 
vaginal gel (14 oz.) and six 
disposable applicators. 


ADMINISTRATION: 

one applicatorful (7 mi.) 
every night to a total of 18 
nights. Treatment should 
be continued through 

the menstrual period. 


Sterisil Vaginal Gel is particularly 
effective against Trichomonas, 
the organism responsible for a 
large proportion of vaginal and 
cervical infections. 


Hexetidine, the active constituent 
of Sterisil, is a broad spectrum 
bactericide and fungicide effective 
against all common vaginal 
pathogens /ncluding those resistant 
to antibiotics and sulphonamides. 


Sterisil is adsorbed by mucosal 
surfaces and persists for long 
periods at the site of application. 
It is stable, non-toxic, odourless 
and non-staining ...and does 
not give rise to resistant strains. 


Sterisil # vaginal gel 


fe WILLIAM R. WARNER & CO. LTD., EASTLEIGH, HAMPSHIRE 


“ 


‘ 


sven ails 
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Soventol’ 


brings relief in 


Exogenous forms of Dermatitis 


Swelling and inflammation 
of mucous membranes 


Allergic disorders 


Hypersensitivity reactions to 
food and drugs 


Soventol «Knoll» 
20 tablets - 20 g jelly 


Soventol C «Knoll» 
20 dragees 
Prescribable on N.H.S 








KNOLL LIMITED 


Soventol® “Knoll” is N-phenyi-N-benzyl-4-amino-l- 
methylpiperidine. Each tablet contains 50 mg. Soventol 
hydrochloride. The jelly contains 2% Soventol lactate, 


20 Gerrard Street Sevento!l G** Each dragee contains 25 mg. Soventol 
f hydrochloride supplemented by 20 mg. G-cyclohexyl- 
London, W.1 isopropy! methylamine (C.H.P.) hydrochloride. 


*C = Compositum 
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DIABETES 


and the patient who fears injections 


RASTINON 


PROVIDES COMPLETE ORAL CONTROL 


that 1s safe and convenient 


THE DIABETIC PATIENT who suffers from an excessive fear of 
injections may undergo considerable psychic trauma. 

A large number of these patients* can now be controlled orally 
with RASTINON (tolbutamide). In many cases, one tablet by mouth 
once or twice a day is all that is necessary for maintenance. 

Not only does RASTINON make possible continued dosage ad- 
ministration that is free from psychological reactions ; in addition, 
blood sugar levels approach the normal without risk of hypogly- 
Caemia. RASTINON is a true euglycaemic agent. 

In patients in whom maintenance dosage has been established, 
RASTINON lowers the blood sugar to normal levels, but almost never 
beyond that point, regardless of dosage. 

Rapid excretion precludes cumulative effects. No cases of 
dyshaemopoiesis, jaundice, or other serious side effects have been 
reported. 

There is no added cost of treatment for the patient previously 
on insulin. 





ele Over 1,250,000 
§* diabetics all over the 
world owe their well- 
wei | TRASTINON 
The rate of response 
increases steeply with 
advancing age. 








HORLICKS LIMITED, SLOUGH, BUCKS 
Sole distributors in the U.K. for 


HOECHST PHARMACEUTICALS LIMITED, SLOUGH, BUCKS 
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QUOTANE’ 
OINTMENT 


gets at the1itch 


the topical anaesthetic that 


does not invoke sensitization 


FORMULA: 0.5% w/w 1-(8-dimethylaminoethoxy)-3-n- 
butylisoquinoline monohydrochioride in an oil-in- 


water emulsion base 


Smith Kline & French Laboratories Ltd 
Weiwyn Garden City, Herts 
*Quotane’ is atrade mark Srit. Pat. Nos. 681358, 721286 
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NOW YOU CAN SEE THE DIFFERENCE! 





chronic eczematous dermatitis 
before Adcortyl-A therapy 


Adcortyl-A 


clinically superior wherever 
topical corticosteroids are indicated ...unexcelled safety 


Presentation: As ointment (0.1%) in 5 and 15 gm. 
tubes and lotion (0.1%) in 15 c.c. plastic 

squeeze bottles; also available, to prevent 
secondary bacterial infection, Adcortyl-A 
ointment and lotion with Graneodin (Squibb 
Neomycin and Gramicidin). 

Method of Application: Ointment—Apply a 
thin film to the affected area 2 or 8 times a day. 
Lotion—Rub into the affected area 2 or 3 times 
a day. 


For systemic therapy: ADCORTYL TABLETS 
Squibb Triamcinolone. Available as 1 mg. 
scored tablets in bottles of 100 and 4 mg. scored 
tablets in bottles of 30 and 100. 


a A century of experience builds faith 


E R SQUIBB & SONS LTD 
Edwards Lane Speke Liverpool 24 


‘Adcortyl’ and 'Graneodin’ are Squibb Trademarks 
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arax 


brand of hydroxyzine 


allays anxiety 
in the highly strung patient 


one tablet (25mg.) 3 times a day 
will help your highly strung 

patients to adjust themselves 

quickly and safely. 

availability 

25 mg. and 10 mg. tablets and in the form 
of syrup as 10 mg. per 5 ml. 


atarax first name in sedation — last word in safety. 


Marketed in the United Kingdom by 


HARVEY PHARMACEUTICALS 


a department of Pfizer Ltd., Folkestone. 
tTrade Mark 
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‘Mysoline’ opens prison doors 
The place of ‘Mysoline’ in juvenile 


epilepsy is now well documented in the 
literature. 


TO THE EPILEPTIC CHILD, ‘Mysoline’ can 
bring new-found confidence and alert- 
ness. It enables the child to enjoy normal 
activity in a safe and healthy environment. 
‘Mysoline’ can often be used with advan- 
tage in cases already controlled with other 
drugs but where freedom from hypnotic 
effect would be desirable. 


Available in tablets of 0.25 G. and as a palatable 
oral suspension. Basic N.H.S. costs: 4/4d. for 
30 tablets dispensed from packs of 1,000, and 
5/8d. for 100 ml. of suspension. 


Mysol ine greatly valued in the treatment of epilepsy 


Primidone B.P. 


Ph.4 


IMPERIAL CHEMICAL INDUSTRIES LIMITED PHARMACBUTICALS DIVISION WILMSLOW CHESHIRE 








You can be sure of 
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WELLDORM can end 


the barbiturate menace 


0 
80% of all accidental deaths by poisoning 
are caused by BARBITURATES 


0, 
15% of all suicidal deaths by drugs are 
caused by BARBITURATES 


WELLDORM IS KNOWN AS “BONADORM’ IN AUSTRALIA AND “‘DORMWELL’ IN THE REMAINDER OF THE BRITISH COMMONWEALTH 
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Welidorm is safer than barbiturates 


Welldorm is a non-barbiturate compound that can be 
prescribed with confidence wherever a sedative, a hypnotic 
or a mild analgesic is indicated. It gives six to eight hours 
of natural refreshing sleep—with no dull, lethargic feeling 
next morning as there is with the barbiturates. 

Welldorm can be given with safety to the very young and 
the very old; to the adolescent and the middle-aged; to 
those in mild pain and those who are tense and anxious. 
Welldorm is well tolerated and rarely causes nausea or 
gastric irritation. 


INDICATIONS Night-time sedation of all age groups. 
Obstinate cases of sleeplessness associated with anxiety, 
hyperexcitability or mild pain. For acute bronchitics with 
impaired respiratory function requiring a hypnotic. 

As a daytime sedative. 


DOSE: For sleeplessness, two to three 10 grain tablets. 
For daytime sedation, one Io grain tablet. For infants and 
young children there is a 2} grain tablet. 


WELLDORM is the safe, effective 


brand dichloralphenazone. 


non-barbiturate sedative/hypnotic 


The basic nus cost from the dispensing packs is Id. a tablet 
for adults and a $d. a tablet for children. 


$® 


Smith & Nephew Pharmaceuticals Limited 


WELWYN GARDEN CITY HERTFORDSHIRE. 





THE PRACTITIONER 








now available on ECO 


TRADE PRICE 8s. 0d. 
PER BANDAGE 


Affords excellent support after vein 


Dalmas Elastic Varico Leg 
Bandage (Elastic Web Bandage with 
Foot Loop NHS) is now approved 
3 . stripping operations. Dalmas Elastic 
for inctusion in the Varico Leg Bandage is easy to apply 

. . . arico Le < c $ casy < 
Drug Tariff, Part IV. It is prescribable . peta -e 
: ; : and to remove. The loop simplifies 
on E.C.10 as from Ist. February, application. May be used as a gen- 

this year. eral support when indicated. 


DALMAS exastic varico LEG BANDAGE 


ELASTIC WEB BANDAGE WITH FOOT LOOP N.H.S. 


A 
DALMAS 


PRODUCT 
MADE BY DALMAS LTD. LEICESTER & LONDON EST. 1823 
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WELLDORM is sate in taboo 


In the first stage of labour Welldorm is particularly valuable 
because it does not cause respiratory depression in either the 
mother or the newborn child. It is safely and easily 
administered. 


 WELLDORM is the sate, 


effective, non-barbiturate sedative/hypnotic 


WELWYN GARDEN CITY - HERTFORDSHIRE 


@d Smith & Nephew Pharmaceuticals Limited 
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In the symptomatic treatment of Hay-Fever 


Benadryl 


achieves effective control by 
antihistaminic plus anticholinergic action 


2 Py: BENADRYL* (Diphenhydramine hydrochloride BP, P, D & Co.) 
PARKE-DAVIS . aa in capsules of 25 mg. and 50 mg *Trade Mark 


PARKE, DAVIS & COMPANY (inc, U.S.A, Liability Limited) * HOUNSLOW * MIDDLESEX - Tel: HOUnslow 236! 
WPS 1088 





In 1910 when weight control was necessary 





ROVIDES 


Mn > 


TABLET 


7 
A 


12 HOURS APPETITE CONTROL FROM A SINGLE 


ASPRO-NICHOLAS LTD 


as Product 


Nich 


nace 


art 


Ethical Ph 
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A NEW PRODUCT 
ANNOUNCEMENT 


‘STELADEX’ 


a combination of ‘Stelazine’ (trifluoperazine), with ‘Dexe- 
drine’ in ‘Spansule’ form, is designed to meet the widest 
requirements of therapy for obese patients with the best 
resources now available to medicine. 


*Steladex' curbs the patient's appetite ali day long with one 
morning dose 

suppresses any psychoneurotic factors that may underlie the 
obesity 

alleviates the stresses of dieting, leaves the patient composed 
but alert. 


SMITH KLINE & FRENCH LABORATORIES LTD 
Welwyn Garden City - Herts 


Each ‘Steladex Spansule’ contains trifluoperazine 2 mg., and dexamphetamine sulphate 10 mg. 
SSTX:PA150 *Sleladex’, ‘Stelazine’, ‘Dexedrine’ & ‘Spansule’* are trade marks. *Brit. Pai. Nos. 715305, 742007 
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A more potent antihistaminic—rapid, 
strong, and prolonged in its action... 
with no serious side-effects 


Of the many antihistamine compounds available today, Daneral is 
: id, and prolonged action. Even small 
nteract the histamine effects that occur 

Daneral also has a strong anti- 
capillary permeability. 
side reactions and has no pro- 


n actior n bl i-pressure or vascular resistance. 


Indications: Extensi' linical trials have established the effective- 
‘rgic conditions. It also has value in 


1oclearallergic origin or tissue reaction. 
orrhinitis Daneral isespecially effective. 
urticaria and angioneurotic oedema; 
pruritus. In general medicine bronch- 
asthma are helped by Daneral. 
ibes of 20 and bottles of 250. 
; of 10 and bottles of 100. 


For your files :—If you would like to have fuller information about this new 
antil tamine. DANERAL. write to 
HOECHST PHARMACEUTICALS LIMITED, SLOUGH, BUCKS 

t t Uni Kir m; HORLICKS LIMITED, SLOUGH, DUCKS 
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Acute Infective Eczema before After 5 days’ treatment (Cambison 0.5% 


treatment 


a 
Case 


for 


twice a day) 


Steroid ointments are frequently 
successful in varieties of eczema 
that have resisted other therapy 


They have the advantage of being anti-allergic, anti-inflam- 
matory and anti-pruritic. Even severe itching is usually 
relieved in a few hours, and hyperaemia, swelling, and 
exudation reduced during the first day of treatment. 

Cambison ointment combines the steroid prednisolone 
with a two-fold protection against infection. Not only does 
it include the antibiotic neomycin, which is highly effective 
against staphylococci and streptococci, but also a quinoly- 
lurea compound with chemotherapeutic action particularly 
directed against gram-positive organisms. This combination 
widens the antimicrobial spectrum and enhances the anti- 
bacterial effect. 

Cambison is indicated in cases of acute and chronic eczema 
and dermatitis, particularly where infection is present 
or threatened. 


Packs: Tubes of 5G and 20G. Available with prednisolone 0.25% or 0.5% 


ambison 


For your files: —If you would like to have information about this new treatment 
Cambison, write to:—HOECHST PHARMACEUTICALS LTD., SLOUGH, BUCKS 


Sole distributors in the United Kingdom : HORLICKS LIMITED, SLOUGH, BUCKS 





Chronic exudative eczema k of the Result after 2 days of treatment. 
left hand. Severe 


New ointment combines 
advantages of the corticosteroids 
with traditional ichthammol 

type therapy 


In chronic dermatoses, steroid ointments alone do not always 
effect radical cures. 
Tumeson (Tumeno) Prednisolone Ointment) combines the 
advantages of the corticosteroids with more traditional 
therapy. 
It has two components: 
Prednisolone 0.25°.,, with its well-known anti-inflammatory 
and anti-allergic properties. 
Tumenol Ammonium, a bituminous shale tar-oil similar to 
| ichthammol, which is widely used in sub-acute and chronic 
< skin conditions. As well as having an anti-inflammatory 
and anti-pruritic effect, it is a vasoconstricting agent with 


» 
@ a GO fungicidal and bacteriocidal properties. 
» 


Where a rapid, pronounced and sustained anti-pruritic and 


useful. 


f anti-eczematous action is called for, Tumeson is especially 
' Packs: tubes of 5 G. and 20 G. 


Gbteritayeyal 


For your files: If you would like to have information about this new treatment, 
Tumeson. write to: HOECHST PHARMACEUTICALS LIMITED, SLOUGH, BUCKS . 
Sole distributors in the United Kingdom : HORLICKS LIMITED, SLOUGH, BUCKS 





Ringworm of the feet After 7 days’ treatment with Jadit 


An effective new treatment 
that is odourless and colourless 


Fungus infections of the skin—and particularly ‘athlete’s foot’—still 
remain a prevalent cause of distress and morbidity. The need for a reliable 
and cosmetically acceptable local treatment is greater than ever before. 

The advantage of Jadit (chlorhydroxybenzoic acid butylamide) is that it 
provides a potent fungicidal action that is practically unimpaired in the 
presence of tissue protein. It is elegant, simple and safe. 


For inflammatory and allergic mycotic 
reactions, hydrocortisone is added 


Jadit ‘H’ contains 0.5% of hydrocortisone, which has a reliable anti-inflam- 
matory, anti-allergic and antipruritic action. In combination with Jadit’s 
antimycotic action, hydrocortisone suppresses inflammatory reactions. 


Packs 


Jadit Ointment Tube of 20¢ Jadit ‘H’ Ointment Tube of 5¢. 
Jadit Solution Bottle of30ml. Jadit’H' Solution Bottle of 6ml. 
Jadit Powder Container of 40¢ 


For your files:—If you would like to have fuller information about these 
new treatments of fungus infections of the skin, write to:— 

HOECHST PHARMACEUTICALS LIMITED, SLOUGH, BUCKS 

Sole distributors in the United Kingdom: HORLICKS LIMITED, SLOUGH, BUCKS 
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Terram 


brand of 


to check disfiguring pustular ACNE 


‘| have reserved it [Terramycin] for severe pustu- 
lar cases of acne, and it is my impression that these 
have responded more satisfactorily to Terramycin 
than to any form of treatment that | have used 
to date."! 

‘Nodular cystic acne in the 30-yr.-old patient was 
of 1S years’ duration. There had been X-ray treat- 
ment and dietary restriction. The condition was 
made worse by the administration of any form of 
sex hormone and was recalcitrant to sulfonamide 
penicillin, and aureomycin therapy, but was cured 
beautifully and promptly by the administration of 
terramycin... 


Ca SCIENCE 


Pfizer Lt kestone - Ke . 


rade Mark 


cin® 


oxytetracycline 


.. and TERRAMYCIN, of course, in respira- 
tory infections. ‘The most useful [oral anti- 
biotic] is oxytetracycline and there is no 
doubt as to its value in reducing the amount 
and the purulence of sputum."3 
References 
1 Personal Communication, 27.1.1960. 

2 J. Amer. med. Ass. 1951, 146, 1110. 
3 Practitioner, 1955, 175, 670. 
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SILBEPHYLLINE 


AN IMPROVED THEOPHYLLINE THERAPY 


SILBEPHYLLINE introduces several important 
advances over conventional aminophylline therapy: 


ADVANTAGES: 


Intramuscular injec- 
tions are PAINLESS. 


Tablets do NOT pro- 
duce nausea or gastric 
irritation. 


Suppositories do Not 
give rise to proctitis. 


SILBEPHYLLINE 
is a derivative of theophylline which has a 
therapeutic activity comparable with amino- 
phylline, but without unpleasant side effects. 
INDICATIONS: Left ventricular failure. 


Congestive cardiac failure. 
Bronchial asthma. 


PACKINGS: Ampoules: boxes of 6 and 50. 
Suppositories: boxes of 6 and 50. 
Tablets: packs of 24 and 100. 


Samples and literature available on request. 


SILTEN LTO- SILTEN HOUSE - WATFIELO-HERTS Hatfield 3012 
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edema renal oedema 

pregnancy hepati« 

emenstrual’ oedema drug- THE GLOSEST 
edema hypertension cardia¢ 

nal oedema. oedema of APPROAGH 
hepatic oedema premenstrual 

ug-induced oedema hypertension VE] 10) 
edema renal oedema oedema 

ney hepatic oedema premenstrual 

ug-induced oedema hypertension THE IDEAL 
dema renal oedema oedema of 

hepatic oedema premenstrual DIURETIC 
ug-induced oedema hypertension 


ceOn et Oe at - ool WO Mol-wel-t © Wilel-lel- Sl Willen d 


hepatic oedema premenstrual 


ug-induced oedema hypertension 


APRINOX 


Aprinox is the latest addition to the benzothiadiazine group of the 
oral diuretics and is the benzyl derivative of hydroflumethiazide 
(Bendrofluazide is the B.P. Commission Approved Name). 

Only a single daily dose is needed for initial treatment while for 
maintenance the dose need only be given once or twice weekly. 


Aprinox tablets are supplied as follows :— 

‘APRINOX 5 mg.° tablets—containers of 100 and 500 
*‘APRINOX 2.5 mg.” tablets—containers of 100 and 500 
Detailed literature and professional sample gladly sent on request. 
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<. « f 2 Ss t for prolonged use in 


essential hypertension 


yides of Rauwolfia serpentina ) 


4 UNVARYING POTENCY 


\~ INEXPENSIVE 


IN MILD TO MODERATE HYPERTENSION 








i tablets contain 2 mg. alserozylon traction 


fia serpentina 





Clinical effects 
Gradual lowering of raised blood pressure 
Sedation without loss of daytime alertness 


Mild bradycardia 


VERY SIMPLE DOSAGE Jus! 2 tablets nightly 
BASIC N.H.S. PRICES Containers 


There are ftewer risks with Rauwiloid 


Riker Laboratories Limited, 


Loughborough, Leicestershire 


Rauwiloid ' is a registered trade mark 


(_RIKER_) 
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10 unknown diabetics in every GP’s care... 


The diabetic population of Great Britain numbers almost 

$00,000 — yet only about half of them are known and under 
treatment. Statistically this means that every general practitioner 
has more than ten undetected diabetics in his care. 

These unknown diabetics are at risk. Many already show retinal 
changes and other vascular abnormalities at the time of diagnosis. 
These changes are often irreversible : their prognosis could only 
be improved by early diagnosis and treatment of diabetes. 
CLINISTIX® is the best aid to the diagnosis of diabetes. This simple 
dip-and-read test is specific for glucose : it takes only a few 
seconds, and has the correct sensitivity for significant results. 
Every patient whose urine is positive to CLinistix should be 
regarded as a potential diabetic. 


to detect diabetes 
simply dip-and-read 
Clinistix 


CLINISTIX Reagent Strips are available in bottles of 60 strips. 
U.K. Retall Price 6/-, less professional discount. From all chemists. 





Ames Company (Division of Miles Laboratories Ltd) 
Nuffield House Piccadilly London W1 
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All 


hypertensive 
patients 

can be 
treated with 








Salupres 


SOLE THERAPY for the majority of patients with mild and moderate hypertension 


BASIC THERAPY for the minority with severe and malignant hypertension 


SALUPRES 


TRADEMARK 


TABLETS : Hydrochlorothiazide 12.5 mg., Reserpine 0.0625 mg., 
Potassium Chloride 572 mg. 


Average dosage : 2 tablets twice a day. Dosage range; 2-8 tablets daily. 
United Kingdom N.H.S. basic cost of 12 tablets ; 28. 5d. 


6) MERCK SHARP & DOHME LIMITED, HODDESDON, HERTS 











Hygroton 
Geigy 


diuretic 
comfortable 
patient acceptable 
entie action 


Hygroton is available in tablets containing 1-Oxo-3-(3’-sulphamoy!-4’- 
chloropheny!)-3-hydroxy-isoindoline 100 mg in containers of 15, 100, 500 


Geigy Pharmaceutical Company Ltd., Wythenshawe, Manchester 23 


PH 156 
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Do you consider the vehicle when you prescribe steroid therapy 
with hydrocortisone cream? Some vehicles have been 
implicated on grounds of sensitisation risk. 

Lacto-Calamine, the excipient in Cortoderm and Cortoderm-N, 
has an unblemished reputation in this respect. Soothing, 
bland, cosmetically acceptable, it also contributes its own 
anti-inflammatory action to successful treatment of infected 
and non-infected dermatoses. 











CORTODERM CORTODERM-N 


10G tubes containing in a cream base of 10G tubes containing 
02%. 05% or 1% 025%, 05% or 1% 
hydrocortisone acetate LACTO-CALAMINE hydrocortisone acetate 
with 05% neomycin 

sulphate. 

Basico NHB cost Basic NHS cost 
Wil, 4/2, 7/1 #2, 5/5, 4 











3) THE CROOKES LABORATORIES LIMITED - PARK ROYAL - LONDON NW10 


































































































































































































































































































































































































































































































— Geigy Thymoleptic 

32 errs terme 0 Specific 
therapeutic 
measure for the 
treatment of the 
depressive state 
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For all sufferers from insomnia not due to pain, CARBRITAL*® can provide 

sleep of natural duration and depth. Combined in this preparation are a quick-acting 
hypnotic (pentobarbitone sodium), and a mild longer acting sedative (carbromal). 
Thus, CARBRITAL brings about rapid onset of sleep and sustains it for several 
hours, yet leaves the patient free from undesirable residual depression on awakening. 


CARBRITAL 


in all types of insomnia 


CAPSULES: In bottles of 25 and 250 capsules, each containing pentobarbitone sodium 

(14 grs) and carbromal (4 grs). 

ELIXIR: In bottles of 4, 16 and 80 fl. ozs. Each fluid drachm (one teaspoonful) represents 
pentobarbitone solution (4 gr) and carbromal (# gr). 


IN ~1°4 = oy WATS 


PARKE, DAVIS & COMPANY * HOUNSLOW * MIDDLESEX * TEL: HOUNSLOW 2361 
WwPs 1078 


*TRADE MAREK 


IP: Inc. USA Liability Limited 
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utazolidin 


henylbutazone B.P.C. 50 mg. prednisone 1.25 mg.) 


Combined low-dosage 
antirhuematic 
Minimises risk 

of hormonal imbalance 


Availability (Basic N.H.S. prices) 
Containers of 30 oe be 10s. 8d. 


” 150 a oo oe 
” 500 -» es 67s. Od. 
Geigy Pharmaceutical 
Company Ltd. 
Wythenshawe, Manchester, 23 
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GUy 


LONG-ACTING 


' rat 
CONSISTENTLY EFFECTIVE 


' 


A SPECIFIC SKELETAL MUSCLE RELAXANT 


SINAXAR is @ new and 


truly dependable muscle 
A PRODUCT 


relaxant. It is specific in OF 
ARMOUR 


action, and virtually free RESEARCH 


from such adverse side- 
INDICATIONS: Any 


: condition involving 
effects as drowsiness, skeletal muscle 
spasm, seereeies 
: P spasm secon to 
dizziness and gastro- acute turema and 
herniated ye ae 
: 1 : sitis; m n 
intestinal distress. and baleal GH tock 
muscular rheu- 
matism; arthritis; 
bursitis. 

DOSAGE: Two tablets, 
four times daily. 


TICGAL 





*ENGLAND 





in moniliasis 


VULVOVAGINAL CANDIDIASIS 


the 
clinical 
picture... 


...changes 


rapid response 
less irritating 
less staining 


Ortho] product of gynzecological research 





Ortho Pharmaceutical Limited 
Saunderton . Buckinghamshire 














a new advance in the treatment of depression 





SAFE 
EFFECTIVE 
~ INHIBITOR 


Hogarth 


w kind of antidepressant v 
ly on the brain 
rapidly, improvement is sé 
eek and often in the first fe’ 
toxic effects 
ire 
simple and convenier 
tablet three times 
atient »-operati 
mical in use 


st only 4,11 (ex I 


able in bottles of 100 and 500 sugar- 
} ’ ir 


each containing 15mg. phenelzine 


NARDIL 


AM RR. WARNER 4 CO 


GH. HAMPSHIRE 








for travel sickness 





pama 


BRAND OF DIMENHYDRINATE — 
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ADHESIVE BANDAGING WITHOUT 
SKIN IRRITATION 


PoroPlast 


No Rubber 
9 natural 


Resins oF Solvents 


No irritatin 


Poroplast considerably reduces the risk of skin irritation which often 
associates with the use of ordinary elastic adhesive bandages. It contains no 
rubber and none of the irritating natural resins or solvents usually embodied 
in adhesive plaster. 

Consequently Poroplast can remain in situ for long periods without causing 
irritation, and it has been well tolerated even on very sensitive skins. 

Poroplast is porous and has the same characteristics of elasticity, stretch and 
compression as ordinary elastic adhesive bandages. Its price is the same. It can 
be prescribed on N.H.S. In rolls 3” and 24” wide (5-6 yards stretched). Sample 
roll on request. 


THE SCHOLL MFG. CO. LTD.:~ 182-204, ST. JOHN STREET - LONDON E.C.! 
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HYPERTENSION @ 


has a multiple aetiology and 
polytherapy seems desirable 
in most patients. *’ 


M 1O-PRESSI N Strength No. 2* contains 


Rauwolfia Serpentina 25.0 mg. 
to produce central inhibition 
of sympathetic mechanisms; 


Protoveratrine 0.2 mg. 
to produce general 
vasodilatation and bradycardia; 


‘Dibenyline’ (phenoxybenzamine 
hydrochloride) 5.0 mg. to produce 
long-lasting peripheral 
vasodilatation. 


M 10-PRESSI N is therefore the preparation 


of choice, particularly in 
‘the treatment of ambulatory 
hypertensive patients’.® 


* Strength No. | is half strength. 


1. (1955) R.J. med. J., 38, 443-47 

2. (1955) Amer. J. med. Sci., 230, 415-26 
3. (1959) Practitioner, 182, 494-96 

4. (1955) Postgrad. Med., 17, 318-24 

5. (1959) Brit. med. J., ii, 556-57 

6. (1955) Amer. J. med. Sci., 230, 551 

7. (1955) Philad. Med., 50 (43), 1231-35 


Smith Kline & French Laboratories Ltd 
Welwyn Garden City, Herts 


‘Mio-Pressin’ & ‘Dibenyline’ are trade marks _ Brit. Pat. No. 673509 MP:PAI0 (coD 





AMYLOBARBITONE...? 


‘We all prescribe these lethal weapons and 
to some extent share the responsibility 
for their consequence."’ 


Brit, med, J., 1959, |, 1244. 


now 
it's 


YLOMID 


the safe AMYLOBARBITONE 


*‘Mylomide’ secures the usual effects of amylobarbitone 
(6 to 8 hours’ sedation or hypnosis) at normal dosages, 
but an overdose brings into play the analeptic action 
of ‘Megimide’, the built-in safety factor against the 
dangers of suicidal or accidental overdosage. 


FORMULA: 

Amylobarbitone 100 mg. (1) er. approx.) 
Megimide* (Nicholas brand of bemegride) 10 mg. 
BASIC N.H.8S. COST: 50 tablets for 3/- 


Commonwealth Resources for British Medicine 
& Chains Crates ASPRO-NICHOLAS LIMITED 
ETHICAL PHARMACEUTICAL DIVISION 


SLOUGH + BUCKS -« ENGLAND 
*regd. trademark 127 
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HOURS 1 30 40 90 110 MINUTES 


Serum levels following Broxil tablets Broxil by mouth gives greater serum 
are approximately twice those concentrations than an equivalent 
obtained with potassium penicillin dose of penicillin G intramuscularly 


Broxil (BRL 152) is the potassium salt of 6-(a- phenoxypropionamido) penicillanic acid 


AVAILABILITY Vials of 12 tablets. Basic N.H.S. price: 125mg.  8/- 
250mg. 14/9 


Bottles of 100 tablets. Basic N.H.S. price: 125 mg. 54/9 
250 mg. 108/- 


BEECHAM RESEARCH 


Laboratories Ltd. 
BRENTFORD - MIDDLESEX 


Telephone: ISLeworth 4111 
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in 
non-infected 


dermatoses 


Cortril* Spray 


brand of hydrocortisone 


effective spray therapy 


Applies the full potency right on to the skin: does 
not sting, burn or irritate. Isn't tacky. Easy and 
convenient to use. Handling of tender fragile skin 


is avoided 


presentation: Plastic-coated bottles containing 


100 mg. Cortril (hydrocortisone) 


Cortril Ointment 


brand of hydrocortisone 


superior topical ointment 


for 


hydrocortisone preparation. Available in non-greasy small 


The most frequently indicated topical! 


or greasy base, effective in wet or dry lesions 


areas 


presentation: Non-greasy ointment 0°5°.,, 1°0 
and 2:5"... Greasy ointment 1°0°, and 2°5 


SCIENCE FOR THE WORLD’S WELL-BEING 


Pfizer Ltd « Folkestone - Kent *Trade Mark PZ48 3755 
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one histryl spansule 
capsule gives 12 hours’ 
relief from hay fever and 
other allergies 





SMITH KLINE & FRENCH LABORATORIES 
Welwyn Garden City, Herts h 


sule’* are trade marks * Brit. Pat 7420 mg. diphenylpyraline _ pride) 
t 











SH :PA30 (Col) 





ANNOUNCEMENTS 


A 65 








NULACIN “has 


revolutionized the treatment 
of duodenal ulcer” 


“‘This new method of the 
administration of antacids (Nulacin) 
has revolutionized the treatment of 
duodenal ulcer . . . milk drip is no longer 
part of our therapeutic stock in trade.” 


PROC. ROY. SOC. MED., December, 1958, 51, 1063 


Ne LACIN tablets, when allowed 
to dissolve slowly in the mouth, provide 
intragastric milk-alkali drip therapy 
safely and effectively for both the bed- 
They 


may be relied on to provide a treat- 


ridden and ambulant patient. 


ment for peptic ulcer as well as other 
conditions associated with gastric 
hyperacidity. 


( 
¢ 
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The safety and effectiveness of 
Nulacin therapy has been proven 
by “‘in vivo” clinical work carried 
out in many countries. References 
to this work include :— 

Current Status of the Medical Treat- 
ment of Peptic Uleer, Med. Times, 


January, 1958, 1, 74 


Antacids, The Practitioner, January, 
1957, 178, 43 

Antacids in Peptic Uleer, The Prac- 
titioner, January, 1956, 176, 103 
Recent Advances in the Ulcerative 
Diseases of the Gastrointestinal Tract, 
Amer, 3. Gastro., December, 1956, 
26, 665 

Ambulatory Continuous Drip Method 
in the Treatment of Peptic Ulcer, 
Amer. J. Dig. Dis., March, 1955, 22, 
67-71 

Management of Peptic Ulceration in 
General Practice, Med. World, De- 
cember, 1954, 8r, 591-601 

Clinical Investigation into the Action 
of Antacids, The Practitioner, July, 
1954, 173, 46 

Further Studies on the Reduction 
of Gastric Acidity, Brit. 
Med. F., 23rd January, 
1954, I, 183-184 
Control of Gastric Acid- 
ity by a New Way of 
Antacid Administration, 
j. Lab. & Clin. Med., 
1953, 425 955 

The Effect on Gastric 
Acidity of “Nulacin” 
Tablets. Med. 7. Aust., 
28th November, 1953, 
2, 823-824 








Nulacin tablets have no B.P. equivalent. The Basic N.H.S. price of the 25 tablet tube is 2/-. 


Further information is available from: 
HORLICKS LIMITED . PHARMACEUTICAL DIVISION 


SLOUGH - BUCKS 





Q Q' dermato-five-toesis ? 


AMOXAL the 


penetrating - non-staining - non-irritating 
mildly analgesic - pleasant to use 





new potent antifungal 


in three presentations 

AMOXAL GEL especially for athlete’s foot and most other tinea infections. 
AMOXAL CREAM «.: dry scaly lesions or large raw areas of skin. 

AMOXAL DUSTING POWDER antifungal and deodorant, for use with the GEL 


or CREAM, and to prevent re-infection from shoes and socks. 


Clinical samples and further information will be sent on request. 


AMOoxAL GEL contains o-pentyloxybenzamide 2°%, o-pentyloxyacetophenone 2% and salicylic acid 
1% in an alcohol gel base. AMOXAL CREAM contains the same ingredients in a cream base. AMOXAL 
DustInc Powper contains o-pentyloxybenzamide 2° and hexachlorophane 0.5% in a puffer pack. 


The basic NHS cost of the 25 gramme pack of both Amoxal Gel and 
Amoxal Cream is 3/-, and that of the Amoxal Dusting Powder is 4/-; all subject to Purchase Tax. 


> Smith & Nephew Pharmaceuticals Limited 


WELWYN GARDEN CITY * HERTFORDSHIRE 





Sent home from school 


with a note from teacher... 


It probably started with a simple cold sore 

or runny nose, but secondary infection soon 
turned it into impetigo vulgaris. 

Ecomytrin containing two highly active 
antibiotics Amphomycin and Neomycin in a 
vanishing cream base, is cosmetically acceptable, 
penetrates rapidly to the infected area and 
allows exudates to come to the surface. 
Ecomytrin is also indicated in ecthyma, sycosis 
barbae, folliculitis, pustular acne and skin 


lesions associated with secondary infections. 


PRESENTATION 
Tubes of 15 G. 


PRICE 
The basic N.H.S. cost of Ecomytrin 
is 5/-d. per 15 G. tube. 


Ecomytrin 


CREAM 


For infected Skin Lesions 


3 Ce R. WARNER AND COMPANY LIMITED, EASTLEIGH, HAMPSHIRE 


ECO 456 
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THERAPEUTIC fpeeeiaa 


BLOOD LEVEL 











One tablet gives penicillin cover for twelve hours. 
When, as with penicillin, the therapeutic value of a drug is 
universally accepted, it is important that the drug be used 
in the most effective way. 

‘Falapen’ is a fast and long-acting oral form of penicillin G. 
It is specially formulated to give both an immediate and a 
prolonged action, 

The shell gives immediate release in the stomach. The core 
and its coating are specially processed to allow gradual 
release of penicillin on reaching the intestine. 

The basic cost to the NHS of daily ‘Falapen’ (two tablets) 
is less than Is. 2d. 


DOSE: one tablet every twelve hours, preferably before a meal. 
Each tablet contains 500,090 i.u. benzylpenicillin (PenicillinG B.P.) 


DUNCAN FLOCKHART OF EDINBURGH 


The Doctors’ House 
DUNCAN, FLOCKHART & CO. LTD. EDINBURGH 1! 








picneintaestptemmeenien 
*‘DIREMA’ 


| 
is issued in tablets of 
25 mg. and 50 mg 
Both strengths are 
available in tubes of 25 
and bottles of 100 and 500. 
Basic cost to N.H.S. of 
12 tablets from dispensing 
pack of 100—2s. 7d. 
or 4s. 84d. according to 
strength. 





¥ 
J COUNTS 


TRADE MARK 


is today’s successful diuretic 


‘DIREMA’—the DC(B)L brand of hydrochlorothiazide— 
measures up closely to a// those criteria. 

Among the establ’shed indications for this most potent oral 
diuretic are congestive heart failure; edema and 

toxaemia of pregnancy; hypertension; pre-menstrual 
tension; nephrosis; drug-induced oedema; 


cedema and ascites due to hepatic cirrhosis. 


THE DISTILLERS COMPANY (Biochemicals) LIMITED 


BROADWAY HOUSE, THE BROADWAY, WIMBLEDON, LONDON, S.W.19 


Telephone: LIBerty 660c 
Owners of the trade mark ‘Direma’ PPH 33/59C 
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When you examine 


TAMDAX 


please note... 









Please note also— 





Fine surgical cotton forms the Tampax tampon—the kind a surgeon 
might use for a surgical dressing 
How easy tt og 


your patients - 
insert. 






Its contact with the resilient stratified 
squamous epithelium of the vaginal canal—ever protectingly moistened 





How flat Tampax 
expands to fit the 
vaginal canal. 





by its own transudate and by uterine secretion—is altogether gentle and 
non-irritant, 






k 
ve its wie 
- ow postttt 
“ yoo in absorbing 

: the flux. 





Yet its superior absorbency affords a safe margin of protection without 





bulky packing—compression of the tampon permitting easy insertion, 

and flat expansion conforming it to the vaginal cross-section. Indeed, 
y it is 

How dainty sto 


for your pa — 
remove. 





so comfortable is Tampax in situ, (when correctly placed well within 
the introitus) that the user is hardly aware of its presence. 





smell its 
Hoel to individual 


needs. 






Designed by a physician, Tampax is supplied in two absorbencies 


(Regular and Super) to meet individual requirements. Its central 





stitching precludes the possibility of disintegration, and its positive 
“wick” action prevents any blocking of the flow. 
The comfort, convenience, and freedom it affords your patients 
can reflect your own judgment as to the hygienic superiority of 
this internal form of menstrual protection. 
Have you examined Tampax recently 7? 


Professional samples and literature 
will gladly be supplied by 


Tampax provides better physical management 
Medical Department, Tampax Limited, 
Havant, Hants. 


of menstrual hygiene 
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... the value of CHLOROMYCETIN’ 


Laboratory findings ', *, * illustrate the continuing 
sensitivity to CHLOROMYCETIN* of pathogens, including 
many strains resistant to other antibiotics. Its 

clinical effectiveness is consistent in the treatment of 
respiratory infections in all ages and in 

infections of the urinary and alimentary tracts. 
PACKAGES: Chiloromycetin is available as Capsules, each 
containing 0.25 G. Choramphenicol (B.P., P.D. & Co.) in vials 


of 12 and tine @ 100 and 1,000 and as Suspension 
; 2 Chloromycetin Palmitate in bottles of 60 ml. with 4 ml. spoon. 
PARKE-DAVIS 
REFERENCES: 1 J. Clin.*Path. 1959, 11:195., 2 Antibiotics 
Annual 1957-8, p.783., 3 Lancet 1959, 1 2336, *TRADE MARK 
ip: PARKE, DAVIS & COMPANY * HOUNSLOW * MIDDLESEX TEL: HOUNSLOW 2361 
. Inc. USA Liability Limited 
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in hay fever and pollen allergies \\ 


‘TRIOMINIC’ stops rhinorrhoea, nasal congestion and 
similar disturbances in seasonal allergies—orally. 
‘TRIOMINIC’ provides prompt and lasting symptomatic 
relief of running nose, watery eyes and sneezing, by anti- 
histamine plus decongestant action—systemically. 


‘TRIOMINIC’ timed-release tablets each act for 6 to 8 

hours. 

Each Tablet: Phenylpropanolamine hydrochloride . . . 50 mg. 
(norephedrine h > — 9s 


25 mg. 


Also availabie: ‘Triominic’ Syrup for children and for adults requiring 
greater flexibility of dosage. ch teaspoonful is equivalent to } 
*Triominic’ Tablet. 
Packs: Tablets, bottles of 50 and 250 (dispensing) 

Syrup, bottles of 2 fi. oz. and 20 fi. oz. (dispensing) 


Basic N.H.S. Prices: 12 Tablets (a' x" ane. plus P.T. 
2 fi. oz. Syrup, 2 268 pl 
M412 


| Triominic 


CZ 
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New concept 


ebrinala«=« 


relaxant- 
hypnotic 
reproduces 
the normal 
sleep pattern 


FORMULA 

Each tabiet contains 
Pentobarbitone 50 mg 
Mephenesin B.P.. 225 mg 

Schedule 4 

PACKS 
Bottles of $0 and 250 
PRICE 
Basic N.H.S. cost, 
4}- for 50 tablets 
DOSAGE 
Average adult dose: 
for insomnia—2 tabiets; 
up to 4 tabiets may be taken 


in severe cases. _ 


~ For general sedation— 
1 tablet every 6 to 8 hours. 


Nebrinal is a balanced combination of 
muscle-relaxant mephenesin and inter- 
mediate-acting pentobarbitone, presen- 
ted in the form of specially designed 
‘timed-release’ tablets to provide 
‘tapered’ dosage. 

The outer layer of the tablet rapidly 
releases about two-thirds of the two 
drugs to induce relaxation and sleep; 
the- balance of the drugs is released 
from the inner core 3 to 4 hours later to 
sustain relaxed sleep on a reduced 
aosage 

The amount of barbiturate to be in- 
activated at any one time is thus kept 
iow 


Nebrinal provides: 
INDUCTION OF SLEEP 
through relaxant plus hypnotic action 


SUSTAINED EFFECTIVENESS 
through ‘timed-release’ action 


REFRESHED AWAKENING 
WITHOUT ‘HANGOVER' 
through ‘topered’ dosage 





Further details and professional 


Pp 


$ on req 


A. WANDER LIMITED, 42 UPPER GROSVENOR STREET, LONDON W.1. 
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so many migraine attacks 





a can be averted 


BY THE The high dose of ergotamine, 2 mgm., contained 
eee 


in each ‘ Migril ’ tablet effectively averts a 

migraine attack in the majority of cases. Nausea 

and vomiting, whether due to the migraine or to Ps 
EARLY USE the ergotamine, are prevented by the cyclizine 

hydrochloride in the tablet. ‘ Migril ’, 

which also includes caffeine, should be 

taken whenever premonitory signs indicate the 


OF onset of a migraine attack. 


alk 


TRADE MARK 





bal BURROUGHS WELLCOME & CO., LONDON 


(THE WELLCOME FOUNDATION LTD.) 





‘ole Quads of Glasgow, n 
Full Cream Milk F¢ 


ven months 
lemented 


hese splendid babies, the h set of 

suppli ‘vidence, suggest, ifany 
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is. May we send you a copy of our 


t of our products with their 


t, Cow & Gate Limited, Guildford, 


GATE MILK FOODS 
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Circular booms or "sacks" each consisting of about 25,000 jogs, on the Gatineau River, Quebec, 
one of Canada’s richest sources of pulp wood. 
(Photograph by courtesy of the National Film Board of Canada.) 


—but when blood vessels are occluded... 


with 


* PULARIN (heparin-Evans) available in a 
G.P. EMERGENCY PACK OF 12500 I.U. 


and 
* DINDEVAN (phenindione-Evans) tablets (10 mg. and 50 mg.) 


A copy of the brochure ‘ Essentials of Anticoagulant Therapy’ 
will be sent by Medical Information Department on request. 


* TRADE MARK 


EVANS MEDICAL LTD 


LIVERPOOL AND LONDON 
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THE enactment of the Mental Health Act, 1959, with its emphasis upon 
the responsibility of the community for the care of the mentally ill patient, 
lays a heavy responsibility upon the general practitioner. If 
The the mentally ill patient is to be encouraged to participate in 
Symposium the life of the community, it will behove the family doctor to 
keep an eye on him, encourage both him and his relatives, 
and maintain liaison with the psychiatrist. Almost equally important will 
be his role in training his patients to regard mental illness in exactly the 
same way as physical illness. He will need to learn to call in the psychiatrist 
in exactly the same way as any other consultant and to learn to do this at 
a stage when the requisite treatment can be carried out at home or on an 
outpatient basis. At the same time it will behove him to keep in touch with 
the general trends in psychiatry and psychology——not to learn the details, 
but to ensure that he should be able to maintain an intelligent interest in 
the treatment recommended by the psychiatrist and realize, for instance, 
that tranquillizers are not the be-all and end-all of psychiatric therapeutics. 
These, and many other points, are all brought out in our symposium this 
month on ‘Psychology and Psychiatry in General Practice’, so brilliantly 
introduced by Professor Groen’s article on “The biological approach to 
mental disease’. 


MepIcINr’s failure to grapple with the problem of alcoholism is a standing 
disgrace. Cirrhosis of the liver, delirium tremens, alcoholic neuritis, alco- 
holie gastritis—all these the medical student hears about, but 

The Doctor scarcely a word about alcoholism, except possibly-a passing 
and the reference during his lectures on psychiatry. The result is that 
Alcoholic when he embarks upon general practice he is completely at 
a loss when he comes up against a patient suffering from 

alcoholism. Even if he consults a senior partner or colleague he is unlikely 
to obtain any help. When his faltering efforts to treat the patient fail and 
he decides that institutional treatment is necessary, he finds that few such 
places exist outside mental hospitals, and the mere suggestion of admission 
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to such an institution may well have a final demoralizing effect upon the 
unfortunate patient. 

This is no travesty of the position today. It is a factual account of a state 
of affairs which demands urgent attention. Medical students and practi- 
tioners must receive instruction in the diagnosis and management of alco- 
holism, and facilities—outpatient and inpatient—must be provided in 
general hospitals for the treatment of these patients. As an introduction to 
the subject for students and practitioners no better guide would be found 
than “Tomorrow will be sober’ (Cassell & Co. Ltd., 1960. Price 15s.) by 
Dr. Lincoln Williams, who contributes the article on “The problem of 
chronic alcoholism’ to our symposium this month. Although written 
primarily for the layman, it provides one of the best reviews of the subject 
yet published. Based upon wide experience in dealing with the unfortunate 
victims of this disease, it presents the salient features of diagnosis, manage- 
ment and prognosis in clear terms and illustrated with a wealth of case 
records, This is no academic exposition. It is a practical discussion of the 
problem based upon personal experience. It is one of the few books which 
is of equal value to doctor and patient, and should be made compulsory 
reading for every senior medical student. Any practitioner who does not 
obtain and study a copy is doing his alcoholic patients a disservice. Having 
read it he will understand and support the demand for the setting up of 
clinics for alcoholism in every major general hospital in the country. Only 
when such clinics, with an appropriate number of available beds for those 
requiring inpatient treatment, are provided will the problem of alcoholism 
be brought under control. 


Wuat are the career ambitions and expectations of medical students? This 
is the question which Miss Ann Cartwright (7. med. Educ., 1960, 35, 251) 
has attempted to answer by obtaining the views of 142 final- 
Students year medical students in the University of Edinburgh. When 
and Their asked what their preferences were, irrespective of whether or 
Careers not they had definitely made up their minds, half of them 
chose hospital or specialist service, just over a third chose 
general practice, 6 per cent. the armed forces or colonial service, 4 per 
cent. public health or industrial medicine, and 3 per cent. academic or re- 
search work. Among those who had definitely made up their minds, how- 
ever, the proportions were very different, 50 per cent. having decided on 
general practice and 39 per cent. on hospital or specialist service. Those 
students with relatives in general practice more often gave their first 
preference for general practice than did those with no relatives in general 
practice. There was a tendency for students with relatively good academic 
records to prefer hospital or specialist service, but it is noted that students 
with relatives in general practice tended to have rather poor academic 
records, 
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When asked to give their reasons for their choice, professional satis- 
faction was the factor most often given priority, their own abilities ranking 
second, and the relative opportunities in the different branches third. None 
of them considered remuneration the most important factor, whilst hours 
of work ranked very low. Of the Scottish, English, Irish and Welsh students, 
the proportion preferring to work abroad permanently, quite apart from the 
question of relative opportunities, was one-fifth. Sassenachs will note with 
interest, if not necessarily approbation, that, whilst the proportion was 
similar for Scottish and English students, only 5 per cent. of the English 
students hoped to work in Scotland, compared with 20 per cent. of the 
Scottish students who would like to work in England. In view of the 
perennial problem of future standards of medical practice in the National 
Health Service, it is of interest that whilst the prospects for achieving pro- 
fessional satisfaction in Britain were regarded as good by four-fifths of the 
students, over half of them believed that better opportunities were available 
abroad. The countries most favoured were Canada (24 per cent.), Africa 
(21 per cent.) and Australia (10 per cent.). 


IN spite of strong opposition, compulsory health insurance, or ‘socialized 
medicine’ as it is commonly referred to, is making slow but steady progress 

in the United States of America. Private enterprise is valiantly 
American struggling to provide adequate coverage by means of voluntary 
Medicine insurance schemes, but the steadily increasing cost of medical 

care (e.g. $17 a day for a ward bed in a city hospital) is making 
this increasingly difficult. The position today is admirably reviewed in a 
recent PEP broadsheet (‘America and the Welfare State’ by Dorothy 
Wilson. Price 5s.). In 1958, public expenditure—federal, state and local— 
accounted for 24 per cent. of the total expenditure on health and medical 
care. This covered 30 million people, or about a fifth or sixth of the 
population. 

Voluntary insurance schemes now cover nearly three-quarters of the 
population for hospital insurance, 60 per cent. for surgical fees, and over 
40 per cent. for some form of non-surgical medical insurance. The majority 
of those covered in this way are employees and their families, with policies 
paid for in whole or in part by their employers. A more recent development 
is pre-paid group practice by general practitioners which, after a long period 
of opposition, has now received the approval of the American Medical 
Association. There are now 150 such groups with 54 million members. 
As Mrs. Wilson points out, ‘the numbers of people covered are impressive 
and the handsome total of $3.9 billion was paid out in benefits in 1958’. 
On the other hand, there are nearly 50 million people with no health 
insurance, and these are those in the low income group who most require 
such cover. Even those who are covered by insurance schemes are in any- 
thing but a secure position as the insurance companies are finding it 
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increasingly difficult to meet the mounting costs of hospital treatment. To 
avert, or at least postpone, compulsory health insurance, various ingenious 
suggestions have been put forward. One is that the federal government 
might underwrite the insurance companies for very large sickness payments. 
If this were done, and supplemented by more liberal public assistance 
grants to the medically needy, it is felt that the evil day of ‘socialized 
medicine’ might be postponed. ‘The diehard advocates of private enter- 
prise, however, can only see in such suggestions the thin end of the wedge. 


‘A wor_p of rock and sheep grazing, desolate with the cry of sea birds and 
the roar of the surf, much as the Norsemen knew it’. Such was Miss Penelope 

Turing’s graphic description of the Outer Hebrides in “Travel 
St. Kilda Notes’ in our April issue. Primitive though this may sound, it 

is the acme of civilization compared with conditions 45 miles 
further west on the storm-wracked island of St. Kilda. Here throughout the 
centuries man has struggled with Nature in an attempt to maintain a living 
but in 1930 the struggle was finally given up and the entire population of 
around 40 was evacuated to the mainland. For over a quarter of a century 
Nature then reigned supreme until, in 1957, the R.A.F. took over occupation 
to prepare the island as an observation post for the guided missile range in 
South Uist. 

In August 1958, the Army took over charge, and once again, in the words 
of Captain D. G. Boddington (7. Roy. Army med. Cps, 1960, 106, 39), St. 
Kilda ‘had a small group of habitations on its shore; but houses with a 
difference, for whereas light and heat were previously provided by burning 
the oil of fulmar petrels, now generators supply a continuous current of 
electricity’. Medically it may not be a rewarding posting. Indeed, according 
to Captain Boddington the medical staff of one medical officer, a sergeant 
and a nursing orderly have ‘taken over several decidedly non-medical jobs, 
mainly running the canteen, issuing the rations, and supervising the messing, 
making daily weather records and sending three-hourly reports during the 
day by wireless to the nearest airport in the Hebrides, organizing the postal 
service, and have even for a time put their hands to haircutting’. The great 
attraction of the island, however, is for bird-watchers. St. Kilda is the largest 
seabird nesting colony in the North Atlantic, and, besides gannets and 
fulmars, there are just under two million pairs of puffins. As Captain 
Boddington points out, St. Kilda ‘is no place for a soldier who is not prepared 
to lay his hand to any job, at any time of the day or night, who thrives on 
daily letters, or who is not prepared for a little submarine immersion when 
landing a boat’. On the other hand, ‘for someone who is, and one who would 
like to develop interests in photography or natural history, time spent on 
St. Kilda would prove time profitably spent’. 





THE BIOLOGICAL APPROACH TO 
MENTAL DISEASE 


By J. J. GROEN, M.D. 


From the Second Medical Service, Wilhelminagasthuis, Amsterdam, The Netherlands, 
and the Department of Medicine A, Hebrew University, Hadassah Medical School, 


Jerusalem, Israel 


UNTIL within the last few years the study of mental diseases proceeded 
mainly along two pathways: 

(1) Psychological psychiatry, in which the introspection and the verbal and 
intuitive communication (‘encounter’) between the patient and the investi- 
gator are the principal methods of approach. From these methods are 
derived most of the concepts, hypotheses and methods of treatment which 
are being used in psychiatry today. 

(2) Sociological psychiatry, in which the behaviour of the individual, 
whether sick or healthy, in reaction to his environment, especially as a 
member of the social and cultural groups to which he belongs, is studied 
and even treated by sociological methods. This is a relatively new approach 
which seems highly promising and which, amongst others, finds important 
application in the study of the behaviour disorders and in the modern 
movement for mental health. 

In addition to these two approaches, however, it is becoming clear that 
there exists a tremendous field for 


(3) Biological psychiatry, which utilizes the methods of the natural sciences. 
It is to this approach that I shall confine myself in this article. 


CONDITIONING AND EXPERIMENTAL NEUROSES 

Pavlov’s work on the conditioned reflexes discovered the physiological basis 
of one of the most important functions of the central nervous system, which 
provides the organism with a possibility of adapting itself to its environment 
by the processes of conditioning and learning. (In Pavlov’s theory, learning 
is only a more complicated form of conditioning by which not reflexes but 
associations and more complicated patterns of behaviour are acquired by 
essentially the same mechanism.) His subsequent demonstration that dis- 
turbances in the animal’s behaviour occurred when the animal’s central 
nervous system was given a too difficult task—e.g. by exposing it to mean- 
ingful stimuli which it could not differentiate, or by a random alternation 
of punishment and reward after the animal had been conditioned—brought 
his work into the realm of experimental psychiatry. 

Long discussions have followed on whether the seemingly chaotic be- 
haviour of the animal in such situations—e.g. whining, flight or aggression 
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without apparent purpose, refusal of food, inability to learn—could truly 
be called a neurosis or not. This discussion has no meaning for the biologist 
who defines neurosis both in animals and in man from a purely behaviouristic 
point of view. Within a biological frame of reference, there can be no ques- 
tion that the Pavlovian school has made an important contribution to the 
study of neurosis by giving us a method to produce it in experimental 
animals, As a physician I want to draw special attention to the fact that the 
experimental neurosis in Pavlov’s dogs and Masserman’s cats and monkeys 
not only manifests itself in behaviour disturbances but is often associated 
with a disturbed function of the internal organs, such as involuntary 
micturition or defecation, tachycardia, irregularities of respiration. Simi- 
larly, Gantt has demonstrated an association with asthmatic wheezing in 
experimental neurotic dogs, whilst Bukov has described gastric hemorrhages 
in animals with experimental neuroses. It seems therefore as if the produc- 
tion of neuroses in animals might also provide an experimental approach 
for the physician interested in the study of so-called psychosomatic, or, as 
Bukov prefers to call them, cortico-visceral, disorders. 


CYBERNETICS 

Our present knowledge about the structure of the central nervous system, 
in which the cortex appears to be a system which functions in constant 
conjunction with the thalamus, and is activated in its function by a connect- 
ing system, i.e. the formatio reticularis, has cast some doubt on Pavlov’s 
simple ideas about the role of stimulating or inhibiting ‘centres’. Our 
concept of a ‘centre’ is very different from what it used to be twenty or 
thirty years ago. Centres are no longer considered to be regions of the brain 
characterized by the accumulation of ganglion cells from which autonomic 
impulses are supposed to irradiate. They have been shown to consist of an 
intense network of fibres, inter-connecting ganglion cells, linking incoming 
to outgoing impulses in such a way that the centre serves as a central ‘feed- 
back mechanism’ in a circuit which stretches from periphery to the central 
nervous system and back. This concept of the structure and function of the 
central nervous system as being built up of an innumerable number of circuit 
systems, is based on the same principles of economy of connexions, ‘scan- 
ning’ and automatic service as are being used in our ‘full automatic’ tele- 
phone centres and in electronic computing machines. The science which 
occupies itself with the mathematical and physical study of such automatic 
feedback systems is called cybernetics. It has given us for the first time a con- 
cept of how to understand memory and it may even help us to give a physio- 
logical substrate to such psychological concepts as degree of consciousness. 

Consciousness may be the subjective experience of the number of circuits 
that are being occupied by impulses that carry information. Thus, con- 
sciousness does not seem to be a function of the cortex only but of the cortex 
in conjunction with a fully or partially activated formatio reticularis. In this 
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concept there would be no room for the psychoanalytical distinction be- 
tween either conscious or subconscious processes, or for a division into 
Ego and Id as qualitatively different phenomena. We would sooner assume 
that the difference between conscious and unconscious processes would be 
quantitative rather than qualitative, and that there exist stages of transition 
between different degrees of consciousness. 

Although cybernetics is already proving of great value in the study of 
brain psychology, it is too early yet to say what the ultimate importance of 
this new science will be for our understanding of mental disease. On the 
other hand there can be little doubt that every advance in our knowledge of 
the function of this wonderful instrument, the brain, will ultimately also 
benefit our knowledge of its disturbances. A few applications may already be 
mentioned. Grey Walters’ self-regulating robots seem to be suffering some- 
times from peculiar ‘diseases’ which, he claims, can be cured by giving the 
machine a rest or an electro-shock. We have also become familiar with the 
possibility of producing hallucinations by stroboscopic procedures of a 
certain rhythm and we are beginning to understand the effects of the so- 
called psycho-surgery in terms of interruption of connexions within the 
brain. 


REGIONAL BRAIN FUNCTION 


Operations such as frontal leucotomy are supposed to be beneficial by 
reducing the number of available circuits, thus diminishing the quantity of 
the circulating impulses, and thereby the intensity or consciousness of the 
affective complexes which determine and maintain the individual’s abnormal 
mood and behaviour. In this connexion we may add some words about the 
behaviour disturbances that follow a diminution of the functioning brain 
tissue, especially in the frontal region, irrespective of whether this is pro- 
duced by trauma (surgical or otherwise), by senile atrophy, atherosclerotic 
malacia, tumour invasion, or encephalitis. In all these cases of frontal hypo- 
function we encounter the same kind of syndrome, which is characterized 
by the disappearance of what are considered the highest human functions; 
initiative, originality, idealism, tact, introspection, self-criticism, insight, 
foresight, tolerance, and understanding of, and respect for, the motivations 
and behaviour of others. In place of these we notice alternations of indif- 
ferent and impulsive behaviour, egocentricity, loss of decorum, vulgarity in 
jokes, naive optimism, lack of adequate foresight and a lack of self-criticism 
to the point of cleverness in cheap subterfuges or confabulation. The or- 
dinary intellectual functions, such as reading, writing and simple arithmetic, 
are much less impaired and—although recent memory is usually diminished 
—old information remains fairly well preserved. Here then is an example of 
a mental disease or syndrome which might be ascribed to a diminution in the 
number of available circuits in a certain area. 

In a similar way it seems as if destruction of the limbic area is associated 
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with another syndrome, in which the regulation of the individual’s gratifica- 
tion of his instinctive drives is disturbed, while his intellectual functions 
remain intact. This may manifest itself in uninhibited sexual behaviour or 
perhaps addiction. The number of observations in human subjects with 
diseases in this area is still limited, but the hypothesis seems justified that 
the uninhibited psychopathic or sociopathic behaviour which we sometimes 
observe in patients after encephalitis or tumours in the central area of the 
brain may find its explanation in destruction of some part of the limbus. 
This hypothesis has received important support through the recent ex- 
periments of Oldes which revealed the presence of certain areas in the gyrus 
cinguli where the sensations of pleasure or aversion, connected with the 
gratification of drives, seem to be localized. 


THE PHENOMENON OF COMPULSION 

Before leaving the field of neurophysiology it is appropriate to mention a 
quite different example of the insights it may yield for the study of mental 
diseases. This is the discovery by Welsh and Kubis in the United States, 
and independently by Franks in England, of the differences in the rate of 
conditioning between patients with so-called compulsive neurosis on one 
hand, and hysterical and psychopathic individuals on the other. With a 
simple technique, using the eyelid reflex, these workers found that compul- 
sive neurotic individuals established conditioned reflexes much more 
quickly, i.e. after fewer trials, and once established, retained them longer 
than normal individuals. In hysterical and psychopathic patients conditioned 
reflexes were formed in a more erratic way than in normal subjects. It is 
still too early to say whether this phenomenon, so far only demonstrated for 
the simple conditioning of the eyelid reflex, holds also for other conditioned 
reflexes and for more complicated conditioned associations and behaviour 
patterns but, if further work should confirm this, we are able to understand 
by a very simple mechanism why the compulsive-neurotic individual actually 
becomes compulsive. 

Psychiatrists often explain the origin of certain neurotic behaviour pat- 
terns by a traumatic experience in childhood. In most cases, however, this 
experience is not so different from the experiences which many normal 
individuals have gone through without the establishment of such per- 
manently disturbed patterns. If this could be explained by the fact that 
in some individuals a stimulus needs only a few repetitions to produce a 
lasting conditioned response, whilst it takes many more in others, it would 
give us a simple physiological understanding of the hitherto enigmatic 
phenomenon of compulsion. We would still not know what this tendency to 
quicker conditioning is due to: it might, for instance, be due to some con- 
genital property of the individual’s central nervous system, or to the number 
of his circuits in relationship to the amount of brain tissue available. How- 
ever this may be, it is always an advantage in a biological study if we can 
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‘reduce’ a psychic phenomenon such as compulsion to a physiological 
correlate such as the rate of conditioning. 


ETHNOLOGY 

During recent years a different school of biologists, the ethnologists, have 
studied the development of animal behaviour with different methods and 
from a different point of view. Whereas most of the work of so-called animal 
psychologists or behaviour physiologists is done in laboratories, these 
ethnologists are field biologists who make their observations on animals, 
mainly on birds, in their natural surroundings. As their study concerns 
mainly the reaction of the animal to natural stimuli, the meaning of these 
stimuli is, of course, much more a subject for their study than for Pavlov 
and his disciples in the laboratory. 

From the point of view of the biological approach to mental disturbances, 
ethnology has revealed some interesting facts. The ethnologists, for instance, 
quickly found out that it is naive to believe that an animal living in its 
natural state, e.g. in a colony of nesting birds, enjoys an ideal, paradise-like 
situation. On the contrary, in every animal’s life, frustration—that is the 
impossibility to act out innate or acquired behaviour patterns for purposes 
of food seeking, mating, nest building and the like—is a regular and therefore 
normal occurrence. Many of these frustrations are caused by conflicts with 
fellow-creatures of the same species, just as in the human species. The animal 
can react to these frustrations by flight or fight, but it may also show unusual 
reaction patterns, which at first sight seem without useful purpose, such as 
pruning of feathers, assuming of peculiar bodily postures or the production 
of sounds. These behaviour patterns occurring under specific circumstances 
have been called displacement or substitution behaviour and it is quite 
possible that. some quasi-unexplained and purposeless human behaviour, 
especially habitual movements, such as nail-biting, smoking or masturbation, 
belong in this category. 

In a study of a colony of cormorants Cortland, who knew the birds so well that 
he could distinguish and follow them individually, found, to his surprise, that what 
in man we would call neurotic patterns of sex behaviour, occur frequently: some 
birds remain bachelors, other couples separate; in other marriages promiscuity 
occurs occasionally or frequently, and some marry too late to produce offspring. 
Lorenz has studied among goldfinches the role of dominance and submission 
between the sex partners in determining either normal or disturbed mating beha- 
viour. Homosexual behaviour can also be produced and studied by biological 
observations. I have described elsewhere a psychosomatic disturbance, vomiting, as 
a displacement reaction in dogs in certain situations of frustration. Another interest- 
ing phenomenon which can be studied, especially in animals that have been recently 
domesticated, e.g. in wild animals kept in a zoo, is the problem of the neglect and 
even the eating of the young. We are at present engaged in the study of the effect’of 
keeping male with female hamsters and their offspring together in a small cage; 
the forced close proximity of parents and offspring seems to have a great influence on 
the production of disturbed behaviour. 

Ethnological studies thus offer the student of human abnormal behaviour 
an opportunity to observe in a simple animal model certain disturbances 
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which seem to be analogous to what goes on in his patients. In these ethno- 
logy studies, much more than in Pavlov’s experiments, the environmental 
and frustrating stimuli resemble those with which we are dealing in human 
beings, in that they have a significant meaning for the individual: for example, 
the obtaining or scarcity of food, the fight with or threat from a competitor, 
the submission or dominance of a sex partner, or the defence of the young 
against an aggressor of the same species. Consequently the ‘neurosis’ one 
observes in these circumstances seems more ‘natural’. Even so, the student 
of human behaviour disturbances who observes the behaviour of animals 
must be constantly aware that great care is necessary before he can transfer 
his findings to the human subject. In this respect he is like the student of 
bodily diseases who also knows that, for example, experimental tuberculosis 
or diabetes mellitus is never exactly the same as the disease in human 
patients but yet derives a great amount of knowledge from his animal models. 


HORMONES AND ABNORMAL MENTAL STATES 

Our understanding of the relationship between hormones and abnormal 
mental states dates from Cannon’s early work, in which he showed that the 
symptoms of rage in the cat on seeing a dog—e.g. arching of the back, 
standing on end of the hair, dilatation of the pupils—were part of a complex 
behaviour pattern, of great biological usefulness to the individual in this 
situation, which was brought about by a combination of neural impulses 
irradiating from the central nervous system via the sympathetic, and by 
humoral discharges via the secretion of adrenaline. Recently we have come 
to understand that here also we are dealing with a feed-back mechanism, 
because adrenaline not only acts on the peripheral muscles and the liver, it 
also exerts an effect on the brain, bringing it into a condition of greater 
alertness: a ‘natural anxiety state’ by which the animal is made more fit for 
fight or flight. 

Similar feed-back mechanisms, all of great biological usefulness, probably 
regulate the secretion of the adrenal cortex. A wide range of forceful stimuli 
of physical, chemical or biological nature entering the central nervous system 
via the sense organs, produce an increased stimulation of the diencephalic 
centres, which in turn stimulate the anterior pituitary through its portal 
circulation and from these induce a secretion of adrenocorticotrophic 
hormone. The result is an increased secretion of the adrenal cortical hor- 
mones into the blood stream, under conditions to which Selye has given the 
common-denominator name of ‘stress’. These adrenal cortical secretion 
products exert a marked influence on the brain, which in most human 
individuals manifests itself by a euphoric change of mood. If, however, this 
euphoric influence is not enforced by a favourable response from the 
environment, the euphoria disappears and the individual’s behaviour can 
change profoundly so that depression (with suicide), maniacal or euphoric 
states may follow, Even if we acknowledge that the one-time hope that 
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changes in adrenal cortical function could thus give us a clue to an under- 
standing of some of the naturally occurring psychoses, has not been fulfilled, 
the influence of these hormones via the feed-back system on mood and 
behaviour is an established fact and their judicious use in the hands of an 
experienced clinician can sometimes be of definite benefit to patients. 

Much more is known about the effect on behaviour of the sex hormones, 
the secretion of which is subjected to the stimulating and regulating influence 
of the anterior pituitary. This central regulator of hormone secretion in turn 
receives its impulses from the hypothalamus so that the sex hormone secre- 
tion is ultimately a function of the central nervous system. Interesting new 
knowledge has revealed that these hormones act back rather specifically on 
certain parts of the central nervous system, thereby ‘pushing’ or ‘priming’ 
the animal to perform a whole series of sexual behaviour patterns. In 
general, the male hormone induces a more dominant, aggressive type of 
behaviour, whilst the female hormone induces the animal to find gratifica- 
tion in a more submissive role. There is also evidence that by a feed-back 
mechanism, the hormones secreted by the gonads regulate the output of 
pituitary hormones. By the judicious administration of sex hormones we 
can thus influence the feed-back system and, provided a suitable sex partner 
is available, use this to modify the individual’s behaviour. This can be of 
definite therapeutic value: for instance, in some depressive states during the 
menopause or in some forms of abnormal sexual behaviour in senility. 

It is probable that the action of the thyroid hormones on behaviour has a 
similar substrate in the central nervous system, as it has been shown that 


the thyroid hormones exert a specific action on the oxidative phosphorylation 
in the brain. 

The effect of tranquillizing drugs on different glands of internal secretion 
also becomes understandable by their interference with these feed-back 
circuits, which function between cerebral cortex, hypothalamus, anterior 
pituitary, peripheral endocrine organs and vice versa. 


TRANSMISSION OF NERVE IMPULSES 


When I was a student, the general concept was that the brain, and especially 
its cortex, consisted of ganglion cells which, as rulers of the organism, 
dispatched their orders downward, more or less as an autocratic government 
rules a country by decrees from its capital. Chemical influences on the 
brain were supposed to act on the chemical processes taking place in the 
body of the ganglion cells. This concept has changed completely into one 
in which the body of the ganglion cell is visualized more as an organ for 
nutrition, whilst the impulses travelling along the dendrites and axones, to 
and from the periphery, are the primary consideration. Thus, the function 
of the central nervous system is more comparable to what happens in the 
capital of a well-integrated democratic state, which functions like a central 
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link in a feed-back chain. As a result, when we now visualize the activity of 
a chemical agent on the brain, we are concerned with its possible action on 
the transmission of impulses. In other words, our approach to the problem 
is exactly the same as when we consider the chemical activity of, and the 
pharmacological action of drugs on, the autonomic and peripheral nervous 
systems. 

This concept is indeed a radical change because it means that we no longer 
need to believe that Nature uses a different kind of chemistry in the central 
nervous system from that which it employs for impulse transmission in the 
peripheral or autonomic nervous systems, and even at neuromuscular or 
neurosecretory nerve-endings. Chemically, the difference between the 
central, autonomic, and peripheral nervous systems is one of degree of 
complexity but not of quality. It is true that we do not yet know all the 
chemical transmitters which play a role in the innumerable synapses 
between the different parts of the central nervous system but even here great 
strides have been made. Acetylcholine is known to be one of these trans- 
mitters and ‘sympathin’, noradrenaline, adrenochrome or other adrenaline- 
like substances are others. There is also considerable evidence indicating 
that 5-hydroxytryptamine (serotonin) or a related substance may function 
in a similar way. More recently claims have been made that gamma amino- 
butyric acid is also a central neurotransmitter. 

The main methodological gain from these new views is the demonstration 
that at the synapses substances are being set free from precursors, which 
stimulate the next neurone but are quickly destroyed by enzymes, present 
at the same localization. This concept gives us the chemical substrate, and 
allows us to understand phenomena such as stimulation and latent period. 
It also allows us to understand the action of mimetic or blocking drugs on 
the brain as taking place in a similar way to that in the peripheral and 
autonomic nervous system: i.e. at the synapses. 


PSYCHOSOMIMETIC DRUGS AND THE CHEMICAL CONCEPT 
OF MENTAL DISEASE 
For a long time there seemed to be little evidence for the application of these 
concepts to the understanding of mental disease, until the discovery that the 
ingestion of only a few micrograms of lysergic acid diethylamide produced a 
picture almost completely resembling a pure mental disorder. The fact that 
it was possible to produce a disease, very similar to schizophrenia, practically 
without concomitant bodily signs by such a small quantity gave support to 
the theory that schizophrenia itself might be an (auto) intoxication caused 
by the presence or lack of a substance which up till now had escaped detec- 
tion. The demonstration by Gaddum, that lysergic acid diethylamide 
counteracts the effect of serotonin on smooth muscle, made attractive the 
hypothesis that the underlying mechanism of lysergic acid diethylamide 
intoxication was nothing but a blocking of the normal neurotransmitter 
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function of serotonin in the brain. When it was further found that serotonin 
is readily destroyed by an enzyme, mono-amine oxidase, also present in the 
brain and that a drug, iproniazid, inhibits this mono-amine oxidase and 
thereby maintains serotonin activity, it seemed as if the analogy with acetyl- 
choline, choline esterase and physostigmine was complete. Brodie and his 
co-workers have even gone a step further by suggesting that a system parallel 
to the double sympathetic and parasympathetic innervation of visceral or- 
gans may also exist in a part of the brain and that the function of serotonin is 
to counteract the central action of adrenaline and noradrenaline on this 
system. 

It is not within my competence to evaluate this audacious hypothesis, 
which also attempts to explain the action of drugs such as reserpine and 
chlorpromazine within the same framework of two mutually antagonistic, 
centrally localized adrenergic and serotoninergic systems. But even if it 
proves to be only a temporary theory, within which the modern brain 
biochemist pursues his researches, it has already given the first useful 
working hypothesis for a biochemical approach to the problem of mental 
disease. Such a theory can now be formulated as follows. 


COORDINATED FEED-BACK MECHANISMS 

Harmonious central nervous system function, which the individual experi- 
ences subjectively as a normal state of ‘mood’, and which he manifests 
to his environment by a normal interhuman behaviour, depends upon a 
constant circulation of impulses in a great number of coordinated feed-back 
systems, interpolated between the environment, the muscular, secretory, 
autonomic and endocrine effector organs, and vice versa. To operate these 
feed-back mechanisms, the organism uses the liberation of transmitter 
substances, which either circulate (hormones) or are liberated locally at 
peripheral, autonomic and central synapses. Most of these hormonal, peri- 
pheral and autonomic transmitters are now known; some of them function 
both peripherally and within the central nervous system; for example, 
acetylcholine, adrenaline, serotonin and the ordinary hormones in so far as 
they affect the central nervous system activity. In addition, there are 
probably other local transmitters inside the brain which are not yet identi- 
fied. Mental diseases can be considered as chemical disturbances in, or 
between, one or more of the links of one or more of these feed-back chains. 
They may be due, for instance, to an overburdening of the system by con- 
troversial information from the periphery, setting free abnormal amounts of 
transmitter or exhausting their supply, by chemical errors in the scanning 
of incoming impulses, by a qualitative or quantitative abnormal output, or 
by a blocking or facilitation of transmitters at certain synapses. Biochemically 
this can be caused by an excess or lack of local enzymes, or by excessive 
liberation of mimetic or antagonizing substances. 

Thus, schizophrenia might be a local disturbance of conduction which is 
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characterized both by its anatomical localization and by its specific chemical 
nature. 

This theory of local disturbances of transmission seems to offer more 
possibilities for an investigation of the biochemical basis of the major 
mental diseases than previous attempts in which investigators devoted their 
efforts to detecting a disturbance of the general metabolism in patients with 
mental disease. Much work, for example, has been devoted to the hypo- 
thesis that schizophrenia or depression might be the result of an error in the 
metabolism of the main food substance of the brain, glucose, of its main 
amino-acids, glutamic acid and glutamine, or of one of the three ions which 
have been shown to be of importance for nerve function; potassium, calcium 
and ammonia. Little application of this type of knowledge to the elucidation 
of mental disease exists as yet. We only know that among the <igns of hypo- 
glycemia, mental symptoms play a role, as is also the case in patients with 
severe liver disease when the ammonia content of the blood is increased. 
Kety’s work has shown by an ingenious technique that in hypoglycemia the 
oxygen utilization of the brain is considerably lowered and older authors 
have already pointed out that if the oxygen utilization of the brain is lowered 
by other means, such as going up to high altitudes, or by intoxication with 
alcohol or sedatives, a syndrome is produced very much resembling that 
following ablation of the frontal cortex: namely, egocentricity, lack of tact, 
insight and foresight, superficial memory, euphoria and alternation of in- 
different and impulsive behaviour. Thus it would seem that lack of oxygen 
or of glucose, or a toxic interference with glucose metabolism, produces the 
same syndrome as that obtained when the frontal brain is surgically re- 
moved. The course of events after L.S.D. administration might be similar, 
though of a different and more localized nature, and acting on a different 
chemical substrate, but still resulting in a chemical derangement of trans- 
mission by which an important part of the brain would be excluded from 
its feed-back function. 

A similar explanation might be given for some of the so-called heredo- 
degenerative disorders. In one form of oligophrenia it has been shown that 
the mental deficiency is due to a disturbance in the metabolism of phenyl- 
pyruvic acid; in Wilson’s disease the mental and neurological signs are 
due to a disorder of the metabolism of copper. It seems therefore as if at 
least some of the so-called ‘heredo-degenerations’ are actually inborn errors 
of metabolism to which the brain is especially sensitive. 


PSYCHOPHARMACOLOGY 
Finally, consideration must be given to the field of neuropharmacology or, 
as some prefer to call it, psychopharmacology. The word is scientifically 
wrong, the word, ‘psyche’, belongs to a non-biological frame of references 
and terminology. ‘The term is understandable however, because it is one 
of the characteristics of the substances which we now call tranquillizers 





BIOLOGICAL APPROACH TO MENTAL DISEASE 703 


that they seem to affect the behaviour of animals and the mood of human 
beings, whilst they do not produce (at least in moderate dosage) a disturbance 
of neurosensory or neuromotor function, or even of the more simple 
intellectual functions such as reading, writing or simple arithmetic. They 
seem to influence specifically the emotional state of the individual as ex- 
perienced subjectively and as manifested by his behaviour in threatening 
life situations. It is especially in the management of anxiety states that the 
tranquillizers have found their main application, but some of them have 
also been found useful in aggressive states whereas other substances seem 
more specifically to counteract depressions. An interesting feature of some 
of these substances, of which reserpine is an example, is the fact that after 
prolonged use, or overdosage, they may produce other abnormal mental 
states: e.g. depressions, or, as in the case of chlorpromazine, katatonia. In 
some cases these drugs therefore do not produce a cure but a ‘syndrome 
shift’. As such they are just as much tranquillizers as ‘psychosomimetic’ 
drugs such as lysergic acid diethylamide, mescaline, amphetamine and 
others. 

The medical world was, and is still, not scientifically prepared for a clearly 
indicated use of the tranquillizers and there is a great discrepancy between 
the haste and waste with which the chemical industry has put them at our 
disposal and our understanding of their specific indications and mechanism 
of action. We hardly have the means to evaluate their activity in a quantita- 
tive way or to establish the indications for their use. As a result we are faced 
with the peculiar situation that, although the tranquillizers consist of several 
groups of chemically distinct substances, the relationship between their 
chemical structure and pharmacological activity is largely unknown. The 
task of judging their merits, and of establishing the specific indication for 
each substance is, of course, entrusted in the first place to the clinical 
psychiatrist, but he has no other method to test these substances than his 
clinical empiricism. Consequently there are already now considerable dif- 
ferences of opinion about their clinical indications and usefulness. Have 
tranquillizing drugs only the capacity to quieten patients symptomatically 
or do they offer possibilities for a real cure? The pharmacologist who is 
asked to give the clinicians an understanding of their physiological sub- 
strate, or to work out a biological standardization of their action, is faced 
with the even greater difficulty that until recently his pharmacological 
methods were inadequate to test quantitatively the changes in mood and 
behaviour which the tranquillizers produce. New methods, partly electro- 
encephalographic, partly behaviouristic, are now beginning to give us some 
understanding. Jn vitro work on brain tissue has also been taken up, but 
this is still incomplete and, so far as I am aware, no parallelism between 
chemical activity in vitro and clinical action in vivo has yet been found. New 
methods of pharmacological study on animals will have to be found—and 
not only in normal animals but also in those with mental disturbances. Thus 
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it is quite possible (indeed this has already been tried) that the experimental 
neuroses or other spontaneous or induced behaviour disturbances in 
animals, such as I have already described, may become just as important for 
the pharmacologist in the future as at present are his spinal cats, alloxan- 
diabetic or hypophysectomized rats, and mice and monkeys with experi- 
mental infections. 
EPILOGUE 

Tranquillizers are useful as an adjunct in the medical interhuman approach, 
as a valuable support for psychotherapy or as environmental therapy, but 
they cannot replace the interhuman forces which always influence human 
behaviour, whether normal or in the course of mental diseases. This con- 
clusion may be disappointing for those who had hoped that, instead of 
listening to patients, of giving them their time and sympathy, a hasty 
prescription or an injection would do from now on. It may also be dis- 
appointing for those who had hoped that the use of tranquillizers would 
make superfluous the study of the human mind by psychological or socio- 
logical methods. Experience has shown that up till now this is not the case 
and from the truly biological point of view one cannot expect this either. If 
the hypothesis is correct that man’s mood and behaviour depend upon the 
adequate function of a feed-back mechanism, in which information from 
the periphery is scanned and regulated by the central nervous system before 
it is discharged as output, it follows that no therapy of the scanning mechan- 
ism can suffice when distorted information continues to enter the system, or 
if the wrong type of output is not corrected and a better type rewarded. 
Indeed, if one does not limit the concept of a regulating feed-back mechanism 
to the anatomical boundaries of the individual, but views the individual as a 
unit, in constant connexion and interchange with his fellow beings, the 
feed-back principle applies just as much to the intrahuman, as to the inter- 
human phenomena, which exist in a group or between two individuals. 
Thus, tranquillizing influences in a wider sense can be expected to operate 
best if they are both chemical and interhuman in their application and 
results. 

We are entering an era in which the physician is once more expecting 
from his fellow-investigators in the basic sciences the help which he needs 
to understand and treat human disease. This does not mean, however, that 
he wants or can even afford to give up his approach to patients with the help 
of what the sociological and psychological sciences can offer him. It is on the 
extension and integration of the natural with the psychological and socio- 
logical sciences that the optimism and confidence about the outcome of our 
fight against mental disease is founded. 





SCHIZOPHRENIA IN GENERAL 
PRACTICE 


By DENIS LEIGH, M.D., F.R.C.P. 
Physician, Bethlem Royal and Maudsley Hospitals 


THE term, schizophrenia, was coined by Bleuler to describe a group of 
mental illnesses which presented certain common patterns of abnormal 
mental activity and behaviour. His monograph, which appeared in 1911, 
was entitled “The Schizophrenias’, his use of the plural thereby indicating 
that no fundamental etiological unity was implicit in the term. In fact, a 
wide variety of conditions may produce the end-results which we recognize 
as‘a schizophrenic reaction. Consequently it is important for the doctor to 
approach his patient much as he would examine a neurological or medical 
problem. The history must be elicited in detail, from both the patient 
(when this is possible) and, more important, the relatives. A history of drug 
taking, of, for instance, one of the amphetamines, or of ‘preludin’, or the 
story of a febrile episode preceding the onset of symptoms may modify 
the whole treatment and prognosis. Similarly the physical examination must 
be carried out just as rigorously as the mental examination. Cerebral tumour, 
G.P.I., and encephalitis lethargica, as well as myxcedema, immediately 
spring to mind as conditions which at times may manifest themselves by 
schizophrenic-like symptoms. In the majority of cases, however, no im- 
mediate cause can be discovered, and the doctor must fall back on his old 
friend—idiopathy. Nevertheless, modern psychiatry has found this concept 
of varied etiology and multiple causation the most fruitful approach to 
schizophrenia. It enables the doctor to relate etiology to treatment and 
prognosis, and brings psychiatry in line with medicine, rather than with 
philosophy. 
SIZE OF THE PROBLEM 

The incidence of schizophrenia in the general population is something in 
the order of 0.85 per cent., so that the problem is a relatively small one. In 
a series of domiciliary visits it was found that schizophrenia accounted for 
only about 7 per cent. of visits, and in a large general practice of 14,000 
patients with which the psychiatrist worked in close collaboration, only one 
or two patients per year were diagnosed as suffering from schizophrenia. 

In a three-year survey of their 8000-patient practice, Watts and Watts had a 
yearly average of three acute cases and 1.6 chronic cases, though these figures 
included four cases (out of a three-year total of 14) referred to them from other 
practices—thus giving an average in the practice of about three cases in any one year. 


THE PROBLEM OF DIAGNOSIS 
It cannot be denied that psychiatric diagnosis is a difficult matter, and the 
family doctor must be content with some degree of simplification unless he 
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is going to lose his way in the psychiatric jungle. A useful classification is 
based on the age of appearance of symptoms: the hebephrenic and simple 
types first manifest themselves at puberty, the catatonic type a little later 
(average age 25) and the paranoid type about 40 (average age 37). The exact 
inter-relationships of these reaction types remain uncertain, although their 
manifestations may have much in common. The catatonic and paranoid 
reactions present little diagnostic difficulty as the patient is patently very 
severely disturbed mentally. In catatonic schizophrenia periods of wild 
excitement, with delusions, hallucinations and bizarre behaviour, may 
alternate with periods of stupor. The paranoid type of illness is characterized 
by florid delusions of one form or another, with or without hallucinations, 
occurring in the absence of depressive feelings. Hebephrenic disorder, 
however, is easily overlooked, for the onset may be so insidious that until 
the boy or girl produces some undoubtedly psychotic manifestation the 
significance of the withdrawal, lack of social contact and dullness, may have 
passed unrecognized. Hospital experience shows that the diagnosis of 
schizophrenia does not present a serious problem to the family doctor, and 
it is remarkable how quickly such patients are recognized as being psy- 
chiatrically ill, and referred to the specialist. 


COOPERATION WITH PSYCHIATRIST 

It has been conclusively established that the earlier treatment is begun, the 
better the prognosis. Close cooperation between psychiatrist and family 
doctor is therefore essential. Domiciliary visiting has proved one of the most 
valuable facilities provided by the National Health Service, and the doctor 
should not hesitate to ask for a visit, for in no class of patient is this more 
useful. The schizophrenic’s first contact with hospital may prove decisive 
in determining his future attitude towards doctors and hospitals. If he is 
removed forcibly from his home, and transplanted to a strange and frighten- 
ing environment, the experience may provoke a serious deterioration in his 
behaviour. The encounter with the hospital doctor in the security of the 
patient’s home will often provide the link enabling the patient to move from 
one social milieu to another. In many cases ‘certification’ has resulted largely 
from the fear, and consequent refusal to accept treatment, engendered by 
the patient’s handling. 

Some psychiatrists predict that as a result of home visiting, or of out- 
patient examinations, the need for ‘certification’ will almost completely 
disappear. It cannot therefore be too strongly emphasized that, even though 
there may be no doubt as to the diagnosis, the patient should not, except 
under the most urgent conditions, be sent into detention without a 
psychiatrist’s opinion. 

Inpatient hospital care is the first objective for every patient suspected of 
suffering from schizophrenia. Ideally, admission should be arranged for 
thorough investigation before treatment, but at times it may be of greater 
advantage to the unwilling patient to offer him investigation and treatment 
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on an outpatient or Day Hospital basis. But such investigation and treat- 
ment should in the first place always be specialist-centred. The family 
doctor should insist upon this if the family raise objections to a psychiatrist 
being called in; he himself should not be forced into the role of psychiatrist. 
It follows, as a result of this, and in view of the infrequency of schizophrenia 
in practice, that an intimate knowledge of the treatment of an acute or first 
schizophrenic episode is little more than academic so far as the family doctor 
is concerned. What is of great and growing importance to him is the treat- 
ment of the chronic schizophrenic, and of the patient on his discharge 
from hospital. 


CHRONIC SCHIZOPHRENIA 

The low incidence figures which have been quoted are in some respects 
misleading. In this country there are approximately 157,000 individuals 
living in mental hospitals (about 4 per cent. of the population), and of these 
about 60 per cent. are suffering from schizophrenia. Until recently these 
statistics would have meant little to the general practitioner, but the new 
Mental Health Act, with its emphasis on community care, must inevitably 
bring the practitioner into more contact with the chronic patient. Even 
though schizophrenia will still present a relatively minor problem in general 
practice, the provision of ‘half-way houses’, hostels, and sheltered workshops 
will create a need for doctors to care for their inmates, and many a family 
doctor may well in future find a number of ‘ex-mental patients’ on his list. 
The doctor must therefore understand something of the care of the chronic 
schizophrenic, or of the schizophrenic still attending the psychiatric out- 
patient department. 

The Royal Commission on the Law Relating to Mental Illness (1957) put 
forward the view that: 


“There is increasing medical emphasis on forms of treatment which can be given 
without bringing patients into hospital as inpatients or which make it possible to 
discharge them from hospital sooner than was usual in the past. It is not 
now generally considered in the best interests of patients who are fit to live in the 
general community that they should be in large or remote institutions such as the 
present mental or mental deficiency hospitals’. 


The Commission believed that there would be a shift in emphasis from 
hospital care to community care, the responsibility for community care being 
put on the shoulders of the local authorities. Residential homes, hostels and 
training centres would all be under the direction of the medical officer of 
health, who would also provide social workers and the staff to run the 
various residences. These services would, of course, cater largely for 
patients with unsatisfactory homes, for when a satisfactory home could be 
provided, then clearly the patient would return there in preference to any 
institution. But what is a ‘satisfactory home’ for a schizophrenic, and how 
is the community to keep patients in its midst whom it formerly banished 
to mental hospitals? What are the factors which enable the chronic schizo- 
phrenic to remain out of hospital? 
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THE TRANQUILLIZERS 


Since the introduction of the tranquillizers the number of patients resident 
in mental hospitals has for the first time begun to decline. Previously, once 
a patient had stayed for two years continuously in a mental hospital, the 
chances of discharge were poor, and they became progressively worse as j 
time passed, so that by his eleventh year of residence, the odds were 100 to 1 
against his discharge. Now, with the tranquillizers and with improved 
methods of social rehabilitation (and probably also because the current 
atmosphere in psychiatry is one of great optimism), the chances are almost 
100-1 against a patient remaining in hospital after two years. This is an 
astonishing change by any standards. 







ert 








It therefore first behoves the doctor to be familiar with psychopharma- 
cology, which immediately poses a problem, for this is a somewhat difficult 
and rapidly growing field. ‘The family doctor is not in a position to be best 
able to assess the value of the different drugs now on the market, and the 
claims of manufacturers cannot always be relied on. Close cooperation with 
the psychiatrist is therefore essential, and this should be based preferably 
on a personal relationship, established by domiciliary visiting, seminars for 
general practitioners at the psychiatric hospital, and the frequent use of the 
telephone. It is well-nigh impossible at the moment to do more than 
generalize about this whole group of agents. Patients vary greatly in their 
reactions to drugs which differ only slightly in formula, and dosage has to be 
individually adjusted in a manner not often encountered in medical 
practice. 
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At the moment two drugs are of outstanding value in the treatment of 
the schizophrenic: chlorpromazine and trifluoperazine. Chlorpromazine has 
more than proved its worth since its introduction in 1954. Doses vary be- 
tween 100 and 2000 mg. daily; an average daily dose is about 300 mg. 
Parkinsonism and drowsiness are the chief side-effects, and call for a reduc- 
tion in dosage, although to strike the balance between control of psychotic 
symptoms and side-effects may at times prove a difficult problem. Trifluo- 
perazine is remarkably effective in doses of 5 to 25 mg. daily (average 
daily dose 15 mg.). Its side-effects are similar to those of chlorpromazine. 
If no response is obtained to these two drugs then the whole range of tran- 
quillizers must be tried, in the hope of striking the appropriate drug for f 
the individual patient. t 
Recently the mono-amine oxidase inhibitors have been used in the 
treatment of psychiatric illness. In general they are contraindicated in the 
schizophrenic illnesses, but again at times they may produce a most re- 
markable improvement in the patient’s mental state. Finally, it is generally 
agreed that if a particular substance is found to be of value to a particular 
patient, then its administration over a lengthy period is necessary. The doctor 
must impress upon the relatives the importance of continued maintenance 
dosage if a recurrence of symptoms is to be avoided. 
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THE SOCIAL ASPECTS OF SCHIZOPHRENIA 

The second line of attack consists of manipulating those social factors which 
are known to be important in maintaining a schizophrenic in the community. 
Brown, Carstairs and Topping (1958) have recently studied the post-hospital 
adjustment of chronic mental patients, the majority of whom (70 per cent.) 
were schizophrenics. They found that two out of three of these long-stay 
patients managed to remain in the community for at least a year after their 
discharge. The outcome bore little relation to the length of stay in hospital, 
the age, or the diagnosis; the most significant factors were the kind of social 
group to which the patient returned, and the maintenance of employment. 
It was found that patients staying with their brothers and sisters, or in 
lodgings, did better than those going home to parents or wives. This may at 
first seem somewhat surprising, but it is a fact well known to psychiatrists. 
Parents and wives have a closer emotional relationship and a higher expecta- 
tion than less involved siblings or acquaintances. The schizophrenic husband 
or son is a heavy burden to bear: his extreme sensitivity and distorted 
emotions—his ‘other worldliness’—seldom make for happiness in the home. 
It is here that the family doctor can help a great deal. 

It is all too current in psychiatry that it is never the patient’s fault that he 
is bad-tempered, deluded, hallucinated, foul mouthed, or obscene. He is 
indeed a person to be pitied, but this does not necessarily mean that his 
illness is the result of lack of love, harshness or hostility on the part of the 
parents. The mother particularly is made the scapegoat—the psycho- 
analytical concept of the ‘bad mother’ has been widely accepted as applying 
to a wide range of disorders. The mother is indeed a vital person for any 
human being, but she has suffered a great deal of injustice from the psy- 
chiatrist. In our present stage of knowledge it would be unwise to regard 
these psychoanalytical concepts as anything more than speculations. The 
parents, in fact, need a great deal of sympathetic support in dealing with 
their psychotic child, and will turn to the doctor for help and comfort. 
Fortified by his knowledge of the facts provided by social psychiatrists, the 
doctor can confidently reassure the wife or mother, and help to steer the 
patient into the most suitable form of social environment. Small hostels, or 
lodgings, are in general more suitable than large hostels. In the choice of 
the best living conditions the help of the psychiatric social worker should be 
enlisted, and perhaps as time goes on, lists of suitable lodgings or hostels 
for different classes of patient will be drawn up. 


ANTI-SOCIAL CONDUCT 
In the study of Carstairs and his colleagues 17 per cent. of the patients were 
rated as causing serious social liability, defined as the expression of violence, 
sexual deviation, callousness, paranoid accusations, and suicidal threats. 
Only 55 per cent. were rated as causing minimal, or no, liability. The most 
disturbing manifestations are violence and sexual deviation, leading, as they 
may, to police action, and all that that can imply to a respectable family. The 
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schizophrenic’s sudden impulsive outburst of aggression is proverbial, and 
is often quite unpredictable. It occurs most frequently as a response to 
voices urging the patient to violence, or as a consequence of delusional 
thinking. Thus a harmless neighbour in the cinema may suddenly receive a 
blow which breaks his jaw, and doctors themselves, both in specialist and 
general practice, have been the victims of such unprovoked aggression. 
Matricide is almost always a schizophrenic crime, as is the so-called motive- 
less murder. The moral of all this is that the family doctor must remember 
that the schizophrenic should always be considered as potentially dangerous, 
and to be alert for evidence of aggressive behaviour. It is one of the criteria 
for readmission to a mental hospital, and a psychiatrist should always be 
consulted when it occurs. 

Similarly, although the schizophrenic is usually sexually timid, his reality- 
testing is often so impaired that the ordinary sexual prohibitions no longer 
hold. He may thus make sexual advances to his mother or sister, and become 
angry when rebuffed. With female patients sexual promiscuity may be a 
constant source of anxiety and, although socially conforming in every other 
way, the unfortunate patient may have to be returned to hospital on this 
account. Venereal disease, pregnancy, and police action may again bring 
misery to the unfortunate family of such a patient. Aggression and sexual 
deviation are two of the most important causes of failure to live in the 
community, and the general practitioner will be well advised to obtain 
psychiatric advice at the first sign of such behaviour. 


MARRIAGE PROBLEMS 

The return of so many schizophrenics to the community will assuredly 
bring in its wake a greater number of problems relating to marriage than 
hitherto. About three-quarters of the group studied by Carstairs and his 
colleagues were unmarried at the time of their original admission to hospital, 
and this is a usual finding. The shy, cold, introverted personality so often 
found in the schizophrenic makes for the development of tenuous human 
relationships. But the shelter of the mental hospital, the restrictions of 
hospital life, and the careful supervision may have been factors somewhat 
artificially prolonging the single state. 

The prospect of marriage with a schizophrenic may well provoke alarm 
in the families of both prospective partners. What are the chances of a 
recurrence of the illness, or of recovery? What risk is there of producing 
schizophrenic offspring? The questions can first be answered in general 
terms—marriage with a schizophrenic must necessarily be more hazardous 
than with a normal individual. There is a serious risk of recurrence, and all 
that that entails for the relative. If the prospective partner is perfectly 
healthy physically and mentally, all well and good, but the problem of ‘as- 
sortative mating’ sometimes arises. Like meets like, and like marries like. 
Children of such matings have a 68 per cent. chance of developing schizo- 
phrenia. In view of the inaccessibility to reason shown by many schizo- 
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phrenics, it is difficult, if not well-nigh impossible, to influence a decision 
made by two schizophrenics, but the effort should be made. This is perhaps 
the one situation with regard to marriage where a strong reason exists for 
the doctor to express a definite opinion. 

With regard to procreation the chances of morbid inheritance have been 
thoroughly worked out. The hereditary factor is less in the paranoid ill- 
nesses than in the hebephrenic and catatonic types of disorder. The in- 
cidence of schizophrenia in the families of paranoid schizophrenics is 
approximately 10 per cent.; in the other two groups 20 per cent. In all 
groups it is clear that schizophrenic parentage entails a serious risk for the 
child; contraceptive advice should therefore be made easily available 
although, if the man and wife are anxious to have children, a one- or at 
most two-child family could be recommended. Actuarial figures concerning 
the risk of morbid inheritance are available for almost every type of mating, 
and the family doctor should refer his patient to a psychiatrist for advice. 
In one or two special centres, such as the Maudsley Hospital, special 
‘genetic’ clinics exist for just this purpose. 


EMPLOYMENT 
Nowadays the mental hospital farm is steadily receding in importance 
it is much more modern to have a hospital factory. Here the chronic 
patients are employed in piece work of one sort or another, such as making 
simple electrical components, or fitting together ballpoint pens. Success in 
avoiding readmittance to hospital is statistically related to success in finding 
and holding a job, and psychiatry today attempts to train the patient for his 


appropriate niche in life outside the hospital. The patient is kept in contact 
with social agencies, such as the social worker, and the D.R.O. (Disablement 
Rehabilitation Officer), who attempts to find employment and to smooth 
the way once the patient is employed. In conditions of full employment such 
as hold today the task, although by no means easy, is at least possible. But 
not all employable patients can, in fact, obtain employment once they have 
left the hospital. Unfortunately there is a lack of sheltered workshops such 
as exist in Holland, which provide either a half-way house between the 
hospital and competitive employment, or a place of permanent employment 
for those individuals unable to meet the demands of modern factories. 

The family doctor is all too often unaware of the social services which are 
available to his patients, and hours of time may be saved if he makes contact 
with the health visitor, the psychiatric social worker, and the D.R.O. This 
can best be done through the medical officer of health, who is becoming 
increasingly anxious to cooperate with the family doctor in view of the 
responsibilities devolving on him under the new Mental Health Act. When 
the community is a reasonable size, as in Oldham for instance, it has been 
shown that a very complete integration of psychiatry and public health can 
be achieved. 

Reference 
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By C. C. BERESFORD, M.B., D.P.M. 
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SENILE dementia may be defined as the progressive disintegration of the 
mind as a result of cortical atrophy associated with old age. The process is 
almost invariably a slow and gradual one. Although not infrequently it may 
seem to be of sudden occurrence, a careful history always reveals that long 
before the final catastrophe, the mind of the patient had been gradually 
failing. Circumstances or its very slow development may have obscured the 
fact until some environmental calamity (e.g. the death of the spouse) or an 
internal upheaval (e.g. a cerebral thrombosis or infectious illness) will pro- 
duce a sudden collapse. It is, in fact, completely analogous to the failure of 
other vital organs such as the heart, which we know can often fail gradually 
in almost subclinical form and then come to a point of sudden complete 
failure. The same is true of ‘brain failure’ which is the real condition 
behind senile dementia. 

Cerebral cardiovascular degeneration has long been considered the chief 
causative factor. There is little doubt that it is of importance and yet almost 
certainly it is not the main cause. There is a clear familial tendency in the 
condition. At necropsy very severe cerebral arteriosclerosis is often seen in 
old people who showed no evidence of senile dementia, and conversely in 
senile dementia the cerebral arteries may be relatively healthy. The condi- 
tion, too, is often indistinguishable, apart from age, from pre-senile dementia 
of the Alzheimer type, which we know to be due to cortical degeneration. At 
all events the atrophy or degeneration of the cortical neurones at an ap- 
parently earlier date than that of other vital bodily tissues seems to be the 
essential pathological lesion. The real reason for this atrophy is not known. 
Although a failing blood supply will certainly accentuate such a process, 
constitutional, dietetic, toxic and other factors may contribute in an even 
more important way to produce the condition. Failure to ingest, absorb or 
utilize vitamins essential to the health of the central nervous system is an 
example of one such possibility as in certain other forms of neurological 
degeneration. Much research is being done along this and other lines, but 
without as yet revealing any definite evidence of any specific universal cause. 


CLINICAL FEATURES 

Although certain symptoms are invariably present in every case, the mani- 
festations of senile dementia can be so varied that it may be helpful to 
explain the chief psychological mechanism behind it. As the cortical 
degeneration affects that part of the brain associated with the highest levels 
of mind structure, the disease results not only in the loss or decline of these 
highest functions, but the release from control of many of the more basic 
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traits in personality. The person who has always been domineering and 
confident will become aggressive and ill-tempered. The one who has been 
of a close, suspicious kind will often show persecutory delusions and begin 
accusing associates of theft or other misdeeds. The indecisive and dependent 
personality will become markedly worse and exhibit attention-seeking and 
in other ways exacting behaviour. In addition, the appreciation of increasing 
mental enfeeblement by the patient himself, even if imperfectly realized, 
often adds an element of exasperation, a desire to hide the disability or a 
large depressive element to the general picture. 

The one symptom invariably present is the failure of memory. This 
develops gradually from a failure to remember names and words to a point 
where most recent happenings are forgotten at once. Earlier events in the 
patient’s life are remembered longer and the disparity between recent and 
remote memory may often cause the latter to seem unusually good. This is 
rarely so. Confabulation to disguise the memory defect is sometimes seen 
but nothing like so often as in a chronic alcoholic psychosis. Finer judgment 
fails quite early and is often seen as intractable obstinacy or pathological 
indecision. The loss of the normal degree of self-criticism and self-control is 
manifest by unconventional and embarrassing conversation or behaviour. A 
sense of insecurity consequent upon the dimly sensed drop in mental effi- 
ciency will give rise to the unending repetition of trivial questions and 
requests for reassurance. 

As the condition progresses, the mind rapidly regresses to a childish and 


then infantile level so that the patient’s talk and behaviour show a marked 
deterioration. The conversation will become muddled, irrelevant and mean- 
ingless. He becomes quite indifferent to his appearance and clothing, and 
quite shameless when unclad. Personal habits fail sooner or later and double 
incontinence occurs to increase considerably the burden of nursing the 
patient. 


DIAGNOSIS 
This is usually unmistakable in the typical case. In those showing an 
apparently sudden onset, however, some care is needed. In hospital we have 
found that over 30 per cent. of patients over 65, the majority admitted under 
the label of senile dementia, can be treated and discharged from hospital. 
Some are just old people who have developed a psychosis which could occur 
at any age. A senile depression, especially if the person has lived alone and 
neglected himself, can often present a picture of confusion and apparent 
dementia. Again a mild or early stage of senile dementia may be present but, 
as the result of some intercurrent infection or toxic condition, or perhaps 
sometimes a cerebral vascular catastrophe, the patient will appear as one in 
the final stages of dementia. In every case therefore it is desirable to assess 
the condition carefully and to consider the possibility of some form of 
active treatment. 

Two other intracranial diseases can sometimes cause some difficulty in 
diagnosis. A slow-growing cerebral tumour may produce a similar type of 
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progressive dementia. Mental symptoms rarely occur until the space-filling 
lesion is so large as to give quite evident neurological signs. The other 
common condition that can cause difficulty is a cerebral thrombosis or 
hemorrhage not involving the motor cortex. A detailed history of the 
patient’s mental state before the catastrophe usually helps to clarify the 
diagnosis, and is essential in every case. 


TREATMENT 

Although specific treatment for senile dementia is obviously impossible 
because the exact cause is unknown, so many secondary factors can operate 
to cause material worsening of the disability that admission to hospital is 
often very desirable for assessment and any treatment found to be indicated. 
Avitaminosis or severe anemia is sometimes found and when the patient is 
treated substantial recovery is possible. Shortage of geriatric beds may often 
make it difficult to obtain admission but, when the history is of less than a 
year, and always in the apparently sudden case, it is undoubtedly the right 
step to advise. In those areas where inpatient facilities are particularly diffi- 
cult, to say so to the harassed doctor may provoke mirth, but at any rate he 
should be clear in his own mind as to when admission is really indicated. 

The following points should be considered. Once the illness is well 
developed a sizeable majority of sufferers do best in hospital in the company 
of others similarly afflicted. They lead of necessity a simpler life in a less 
complicated environment than that of a private house. They are not as 
conscious of being in ‘competition’ with people of normal mentality. They 
can therefore relax the tension of trying to keep up appearances and covering 
up their own lapses because they can sense, if not fully understand, that 
their companions in hospital are likewise handicapped. The geriatric ward 
of a mental hospital is usually a quiet and happy place, and a relative visiting 
is the only person likely to think it sad, because he can only imagine what it 
would be like for a mentally normal person to live among those enfeebled in 
mind. To settle down reasonably well in this way, however, a patient must 
not be allowed to advance too far into dementia, for he then becomes too 
mentally disabled to adjust to any kind of change. A patient kept at home 
beyond the optimum period nearly always goes down hill very rapidly when 
admitted to hospital, and may last only a few weeks. 

The sufferer who previously had been ‘a person in authority’, autocratic 
and domineering, is an exception. He rarely takes kindly to even the most 
gentle institutional discipline, so whenever possible he should be kept at 
home as long as possible. The presence of young children in the home is not 
a very relevant issue, although often made one by the married child of the 
patient seeking a reason why the unmarried child should take the respon- 
sibility. Children suffer no appreciable psychological trauma in such cir- 
cumstances and indeed often ‘understand’ the aged sufferer better than does 
the grown-up, and often manage him better. 

Attempting any ‘curative’ treatment in the home without close investiga- 
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tion is usually quite unrewarding. Drugs which are claimed to increase the 
blood supply to the brain produce little beneficial effect even if given over a 
long period. Intensive vitamin therapy also has disappointing results if given 
orally. When injected, vitamins appear more effective, perhaps because 
absorption from the alimentary tract is primarily at fault. This method 
does, however, seem to increase the incidence of arterial thrombosis and is 
best given under the more easily controlled and supervised conditions 
in hospital. 
MANAGEMENT OF THE PATIENT AT HOME 

In general, the patient’s life should be as simple and orderly as possible and 
as active as may be consistent with the physical state. He should get up, eat, 
go out, watch television or do any simple occupation, and retire at regular 
hours, so that a routine habit-pattern of existence has a chance to develop. 
Television often holds the attention of a mentally deteriorated person long 
after his ability to read has gone. Any uncomplicated task that can be done 
should be encouraged, whether it be lending a hand with the washing up or 
knitting dusters. It is doubly valuable in preventing boredom and restless- 
ness and promoting the sense of being useful. Efforts should be made to 
prevent too much sleep in the daytime: it only makes disturbed nights more 
likely. The demented person does undoubtedly still appreciate the sight of 
life going on and seeing young or new faces. Short daily walks or drives and 
visits from friends are helpful and enjoyed. 

Obviously the care of the patient calls for a good deal of supervision on the 
part of someone. If nurses or companions are not possible, this duty, with 
its sometimes very exacting ties, falls on those of the family living in the 
same house. The wise medical attendant keeps a watchful eye on the health 
and morale of the persons upon whom this burden mainly falls. Frequent 
breaks are needed from what can otherwise be a never-ending spell of duty, 
and it should be suggested that other relatives or hired help come in for part 
of each day or the occasional weekend to relieve the monotony and strain. 
Sometimes the doctor is inveigled into pronouncing judgment as to which of 
the grown-up children ought to take on the duty of looking after the patient. 
It is a position to be avoided at all costs as one likely to make no friends and 
at least one certain enemy. It is better, as well as more politic, to let them settle 
it among themselves. 

DETAILED MANAGEMENT 
The detailed management makes it necessary to refer to those behaviour 
disturbances associated with senile dementia that require symptomatic 
treatment. Only the most common can be dealt with as no one case is 
exactly like the next. 

Sleep disturbance.—This occurs in one form or another in nearly every 
case. It may be plain insomnia or that equally trying state of disturbed sleep 
rhythm, when the patient sleeps all day and then wants to be up all night. 
The latter is often accentuated, sometimes even initiated, by the injudicious 
use of hypnotics. Given fairly late because the family want to be ‘sure of a 
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good night’, the much slower absorption and excretion in so many of the 
aged are not sufficiently considered. The tablets may be given at 22.00 hours, 
but the patient will be wide awake till 03.00 or 04.00 hours, and then go into 
a deep sleep, lasting perhaps well into the next afternoon. Hypnotics there- 
fore have to be chosen carefully and given very early if it is seen that they 
take effect very slowly. The one most suitable for a particular patient is 
often only discovered after trying out a number in turn. 

Barbiturates have often been decried in senility and undoubtedly the more 
toxic ones are most unsuitable. A fairly long experience, however, has shown 
that certain ones—amylobarbitone sodium (3 grains [0.2 g.]), butobarbi- 
tone (14 grains [0.1 g.]), pentobarbitone sodium (14 grains [0.1 g.]), given 
perhaps as early as 18.00 hours, and combined with 50 mg. of chlorproma- 
zine—suit quite a big majority. Perhaps the safest and most quickly 
effective is still paraldehyde. It need not necessarily be given by injection 
(dose usually 5 ml.), for many, both men and women, do seem to mistake 
its taste for whisky and drink it readily enough. With an equal quantity of 
liquorice liquid extract B.P. (8 ml. in 28.5 ml. of water) most patients who 
take any medicine readily will drink it. 

Restlessness—Daytime restlessness and excitability are often conspicuous 
and very wearying to the person looking after the patient. They usually call 
for a suitable sedative and some of the more recently introduced tranquil- 
lizers are often most effective. Chlorpromazine, 25 mg., meprobamate, 
400 mg., or perphenazine, 4 mg., each thrice or four times daily, seem the 
most likely. Occasionally they work best combined with phenobarbitone, 
} grain (30 mg.) twice daily. Again various trials may be necessary to find 
the best one for the individual concerned. One point must always be remem- 
bered, especially if the restlessness occurs rather suddenly in a previously 
docile patient. It can often be due to the fact that some inconspicuous 
physical disorder is causing pain or discomfort to someone too mentally 
enfeebled to explain what he feels is wrong. Constipation is perhaps the 
most common origin of such restlessness and in men the possibility of 
partial urinary retention with mild secondary infection should always be 
borne in mind. 

Irritability and aggressive conduct.—This is an even more trying symptom 
and usually represents the sense of frustration and inadequacy that the 
previously active person must feel when his decayed mentality is such a 
handicap. It is most likely to occur when he has to be stopped from carrying 
out some silly or dangerous suggestion. Much depends upon the tact of the 
companion, who should always be encouraged to side-track any such unwise 
urges into safer channels rather than merely to obstruct them. Again a 
sedative is often required. The tranquillizers are rather less useful in this 
condition than the more old-fashioned remedies. Chlorpromazine, unless 
given in heavy enough dosage to make the patient quite ‘dopey’, often seems 
to exaggerate the weakness rather than to lessen it. Amylobarbitone sodium, 
1 grain (60 mg.) up to four times daily, often works very well. Phenobar- 
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bitone, 1 grain (60 mg.) up to three times daily, suits others extremely well. 
Of the tranquillizers, promazine, 25 mg., perphenazine, 4 mg., and thiorida- 
zine, 25 mg., thrice daily, seem the most likely to work in certain cases. 

Depression and agitation.—This is often encountered and, as it often 
distresses the relatives more, if anything, than the patient, needs the help of 
the attendant physician. The new so-called thymoleptics do not seem to suit 
this condition. They appear more toxic in the elderly, produce greater side- 
effects and, still worse, often make the agitation more pronounced. Per- 
phenazine, 4 mg., or chlorpromazine, 25 mg., up to four times daily, is 
sometimes of value. 

Reassurance and attention-seeking.—This again produces the greatest 
strain on those nursing the patient, who are continuously assailed by a con- 
tinuous whining repetition of the same old questions and requests for things 
not really required. Such a constant and unending barrage is most wearing 
and calls for some firmness, though this must be tactfully applied. Indulging 
the patient only causes the nuisance to grow. It is quite possible for the 
diplomatic nurse, by exerting a sensible though kindly discipline, to keep 
the position in reasonable control. 

Persecutory delusions.—These appear not infrequently and are often asso- 
ciated with the failing memory. The patient forgets where her handbag is and 
immediately accuses the maid of stealing it. The type and variety can, of 
course, be infinite. The main point to remember is that it is quite useless 
trying to reason with the patient, because any kind of proof or logic is quite 
beyond her comprehension. The only real hope is to talk the patient into 
some other topic of conversation. If persistent and tiresome, sometimes 
reserpine, 0.25 mg., with a sedative such as meprobamate three times daily, 
produces amelioration, but it may take two or three weeks before the full 
effect can be gauged. 

Incontinence.—_In the advanced case incontinence of bladder and bowels 
can be so extreme as to make home nursing quite impossible. In the less 
deteriorated case, however, habit training by having strictly regular times 
for toilet, is quite effective. It not only eases the burden of nursing but 
undoubtedly prevents the steady worsening of the symptom, which other- 
wise invariably takes place. 


MEDICO-LEGAL IMPLICATIONS 

Since the passing of the Mental Treatment Act, 1959, the procedure about 
mental hospital admission has been greatly simplified. Any patient suffering 
from a mental illness which makes him unable to understand the position or 
his need for treatment can be admitted to a psychiatric hospital without any 
kind of documents, unless he can make a definite refusal to enter in a 
rational manner. From the very nature of the complaint this means that 
virtually everyone suffering from senile dementia to the extent of needing 
institutional care can enter a psychiatric hospital as an informal patient 
once a vacancy is assured. 
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THE ‘organic psychoses’ is a collective term for mental syndromes which 
are the product of a physical disturbance of the brain. Their symptoms may 
or may not be reversible, depending upon how much the brain is damaged. 
The commonest of the organic psychoses are senile dementia and arterio- 
sclerotic dementia: these are dealt with by Dr. Beresford in a separate 
article in this symposium (Beresford, 1960). A host of other physical 
illnesses may, from childhood to old age, be associated with mental upset 
and with the development of specific mental symptoms of the so-called 
organic type. In this article the general nature and the recognition of these 
symptoms will be discussed, and a few of the syndromes which the general 
practitioner is most likely to encounter will be described. No attempt at 
even a briefly comprehensive review will be made, since a fuller description 
can easily be found in the standard textbooks. 

The potentialities for treatment depend, of course, upon the nature of the 
underlying physical disease. There is a premium on early diagnosis and 
early treatment, since this may make all the difference between recovery of 
full function and dementia or death. 


THE MENTAL SYMPTOMS 


These fall into three main groups: confused and delirious reactions, 
Korsakov’s psychoses (dysmnesic syndromes), and dementias. 

In milder states of confusion the patient is muddled, shows impaired 
concentration and mental grasp and is drowsy. Delirium is most acute at 
night, and may be manifested only at night. The patient is then mentally 
clouded, disorientated, restless, suffers from auditory and visual hallucina- 
tions, and often expresses paranoid delusions about those around him: he 
is usually very afraid. Delirium tends to be a transient reaction, clearing in 
a few days and leaving a patchy amnesia for its events. 

Korsakov’s psychosis most typically arises from a delirium tremens which 
does not clear up, but delirium does not necessarily preface it, and there are 
other causes than vitamin deficiency: e.g. cerebral arteriosclerosis, head 
injury, cerebral tumour. The patient is not clouded, but suffers from a 
gross memory defect (worst for recent events) for which he has no insight; 
he tends to be euphoric, is facile and confabulates freely. 

In dementia there is ultimately disintegration of the personality in all its 
aspects: in intellect, emotion, conation and judgment. The earliest symptoms 
may be a failing memory or a change in character and behaviour. Deteriora- 
tion is then usually progressive. 
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EXAMINATION OF THE PATIENT 
In every case of suspected organic psychosis both a mental and a physical 
examination of the patient must be made. They are of equal importance 
since the mental symptoms are the expression of a physical illness. 

The mental examination consists in obtaining from the patient a detailed 
account of his nervous and other symptoms, of their chronological develop- 
ment, and of the way in which they may have interfered with his daily 
activities and ability to work. Close attention should be paid to the way in 
which this history is given: the patient may show that he is retarded or 
apathetic, may have difficulty in remembering dates, or may be confused 
or repetitious. In every case his orientation must be tested: he should be 
asked to name the day of the week and give the date in detail (day of the 
month, month and year), to give his home address and the address of the 
place where he is being examined. His memory should be tested by asking 
him how old he is, the date of his birth and the dates of the more significant 
events in his life and of the two World Wars. He should be asked to perform 
rapidly a simple calculation, such as subtracting 7 serially from 100: the 
time he takes to do this and the number of his mistakes should be noted. 
His insight and judgment should be weighed by asking him to assess his 
own illness and its nature. These are minimum inquiries. The abnormal 
symptoms and signs elicited by examination will suggest further lines of 
questioning. 

In order to estimate whether or not the patient is dementing, it is neces- 
sary to know the previous level of his performance. The nature of his 
recent job, his rank in the armed forces, and his school record will usually 
give a fairly accurate indication of his normal intellectual level. If an in- 
telligence test has been carried out at school, it is useful to know the I.Q. 
then recorded. 

In every case it is essential to interview at least one near relative, and to 
obtain an independent and detailed account of the patient’s illness from 
this and other observers. Often the patient suffering from an organic 
psychosis does not realize that he is mentally ill or how ill he is, and often 
he cannot give a true account of himself: it may be his relatives or the police 
who bring him to the doctor. The general practitioner himself may be well 
placed from his previous knowledge of the patient to recognize a deviation 
from his normal personality and behaviour; the spouse is even better 
placed. Questions should be put to the relatives to elicit facts about any 
changes in the patient’s temper and disposition, in his efficiency, his regard 
for others, his judgment and memory. Important data may be obtained, for 
example, about his handling of money, his handwriting, his ability to find 
his way about, his behaviour at night. The near relative should be able to 
say whether the patient’s condition fluctuates, and whether his deteriora- 
tion has been slow or rapid, steady or intermittent. The relative may also 
be able to give such crucial information as that the patient has been taking 
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alcohol or drugs, when the patient himself has denied this; or may report 
fits of which the patient has no memory. 

A comprehensive physical examination should be made at the outset, of 
all the bodily systems, particular attention being paid to the nervous system: 
and this is a type of psychiatric illness in which repeated physical examina- 
tions may be necessary. Often the correct diagnosis is not easy to establish, 
laboratory and other specialized investigations will be required, and the 
resources of a general hospital must be called on. Usually there is nothing 
to be gained by waiting to see. If the general practitioner is not sure of his 
ground diagnostically, he should refer the patient to a general hospital 
without delay, for medical, neurological or psychiatric assessment as seems 
most appropriate in the first instance. 


ACUTE DELIRIUM 

Delirium is more easily precipitated in children and in old people: fevers, 
infections, alcohol, drugs and cardiac failure are common causes. In cases 
of gastro-intestinal disease, following operations, in severely depressed 
people and in alcoholics, deficiency of the B-group of vitamins may be an 
important factor and the physical signs of vitamin deficiency should always 
be looked for. People vary very much in their susceptibility to delirious 
reactions. 

Treatment consists first of all in attending to the patient’s physical 
state: if present cardiac failure must be controlled, blood loss made good, 
dehydration or vitamin deficiency corrected, pneumonia treated; and the 
patient’s strength must be maintained by an adequate intake of food. 
Paraldehyde and chloral hydrate are the safest sedatives, whilst chlor- 
promazine is very useful in controlling restlessness. Disorientation should 
be countered by stabilizing the patient’s environment: the old person 
should, if possible, be nursed at home; in hospital the nursing staff should 
be changed infrequently, relatives should be allowed to sit at the bedside, a 
night light should be provided, and the patient should not be screened or 
left unattended. The patient’s excitement and suspicion should be met 
with calmness, and quiet, persistent reassurance. 


SPACE-OCCUPYING LESIONS 

The brain is one of the commonest sites of tumour formation. In the majority 
of cases the new growth starts in the brain itself or its coverings, and early 
diagnosis is of great importance since the condition may be operable. In 
less than a quarter of the cases the tumour is a secondary carcinomatous 
deposit (or deposits), from a primary focus which is most commonly in the 
lung. Mental symptoms may suggest the diagnosis of brain tumour, but 
they cannot establish the diagnosis nor do they often indicate definitely the 
locus of its growth. Localization depends usually upon the assessment of 
neurological signs and on the results of specialized investigations. 





THE ORGANIC PSYCHOSES 721 


Mental symptoms are often the first and presenting symptoms of brain 
tumour, and may precede the development of neurological signs by months 
or even years. This is typical of new growths originating in the frontal and 
temporal, relatively ‘silent’, areas. The earliest symptoms may be slight and 
unspecific, consisting of feelings of fatigue and of being slowed down and 
inefficient, associated with some anxiety about this indefinite malaise. These 
are symptoms which occur commonly in the early stages of a depression, 
and understandably they are often misinterpreted by the doctor as ‘func- 
tional’ or neurotic. Seemingly neurotic symptoms, developing for the first 
time in later adult life in an individual who has not previously shown 
neurotic trends and where there are no obviously adequate causes for such 
a reaction, should be viewed with much circumspection. Epileptic seizures 
are other often early or initial symptoms. A fit occurring for the first time 
in adult life should be suspected of being symptomatic and brain tumour 
must always be considered in its differential diagnosis. 

As the tumour grows, more definite physical and mental symptoms are 
developed. These fall into two groups: those which are due to the local 
effects of the growth, and those which are the expression of widespread 
disturbance of brain function consequent upon an increase in intracranial 
pressure. The classical symptoms of the latter are headache, vomiting and 
papilladema: the headache is commonly bursting, at its worst on wakening 
and aggravated by coughing and bending, whilst nausea usually accom- 
panies the vomiting. This triad of symptoms is inconstantly and often 
surprisingly tardily developed in old age, because senile shrinkage of the 
brain leaves more room within the skull. The patient with increased intra- 
cranial pressure is dulled and forgetful at first, then becomes apathetic and 
sleepy, begins to be disorientated at times and later passes into coma. None 
of these general symptoms has any localizing value, and the aim should be 
to make the diagnosis before they have occurred or at least before they have 
been present for long. With their presence the patient’s life is in danger. 

The local symptoms displayed depend naturally upon the site of the 
tumour. When it is developing anteriorly in, or pressing upon, one of the 
frontal lobes, the typical mental picture is that of a progressive alteration 
and deterioration of the personality. The individual may become euphoric 
in a silly way, unexpectedly and uncharacteristically tactless or coarse’ or 
apathetic or facile, and he shows a striking lack of concern for the effects of 
his altered behaviour and his reduced efficiency. This insightless dementia 
is progressive and may become severe before any neurological sign’ are 
evident. One cannot say from the mental symptoms in these cases whether 
the lesion is on the left or right side. 

In the case of tumours originating in the temporal or temporo-pariectal 
areas, the clinical picture depends upon whether or not the dominant 
hemisphere is involved. In a right-handed person, dysphasia is usually an 
indication that the damage is on the left side of the brain. If the lesion is 





722 THE PRACTITIONER 


situated anteriorly in the temporal lobe there may be no neurological signs 
in the earlier stages, and if the temporal lobe involved is in the non-dominant 
hemisphere the presenting symptoms may be similar to those of frontal lobe 
lesions. It is most important to recognize that in both temporal and frontal 
lobe tumours the first and leading symptoms may be such mental changes. 
In temporal lobe lesions the commonest neurological signs are hemiparesis 
(especially lower facial weakness) and a homonymous visual field defect; 
hemianzsthesia is less common: these signs of course help to locate the 
lesion. Diagnosis may also be assisted by the development of epileptic 
seizures of a characteristic type. These psychomotor seizures are episodic 
states of clouded consciousness, during which the individual may have 
hallucinations of taste or smell, feelings of déja vu or unreality, wander 
away (a fugue) or behave violently: they may last for minutes or even days. 
Between seizures he may be abnormally moody and irritable. 

Metastatic tumours of the brain are commonly multiple and the patient 
may be confused. In perhaps one-half of the cases in which the primary 
cancer is in the lung, it is clinically silent or unobtrusive. Bronchial car- 
cinoma itself may give rise to fluctuating clouding of consciousness and 
dementia, apparently without metastasizing to the brain (Brain, 1958). 

Cerebral abscess is now rare. 

Subdural hematoma is commoner and often not recognized. Typically it 
occurs in a chronic alcoholic of middle age or over, but alcoholism is not a 
necessary factor; neither need there be a history of head injury. Headache 


is persistent and severe, and neurological signs often few and inconstant. A 
fluctuating drowsiness is very characteristic. If the haematoma is bilateral, a 
progressive dementia develops which in the old person may be wrongly 
attributed to his senility: it is, however, much more rapid in its course and 
in this more closely resembles a cerebral tumour. Since surgical drainage is 
often curative, it is a most important condition to recognize. 


INTOXICATION BY DRUGS 

Barbiturates.—-There is widespread misuse of barbiturate drugs by patients 
and there must be few general practices in which there is not a case of 
barbiturate addiction. Frank cases of intoxication are seen, and some no 
doubt are missed. The problem is a considerable one and to an important 
degree it is iatrogenic. Both by general practitioners and by psychiatrists 
sedative drugs are too readily and lavishly prescribed for the relief of tension. 
Where addiction occurs it is a true addiction: the patient requires increasing 
doses of the drug, becomes dependent upon it, and has distressing symptoms 
if he is deprived of it. Multiple addictions are not uncommon, particularly 
to alcohol, barbiturates and amphetamine. 

The individual chronically intoxicated with barbiturates may be euphoric 
and over-talkative, and appear as disinhibited and ataxic as a drunk; but 
his state is unstable and the symptoms of intoxication and drug hunger may 
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be difficult to distinguish from the nervous symptoms for which the drug 
has been prescribed. He is commonly in a vicious circle of tension, anxiety, 
depression, irritability and insomnia. He becomes inefficient and is at times 
confused and betrays this in inappropriate behaviour. With larger doses he 
may become stuporous. Discovered in this state he commonly protests that 
all he wanted was a long sleep and denies suicidal intent. Whether or not 
suicide has been in the patient’s mind, a danger signal has been displayed 
and his life is now in danger. 

Particularly in cases in which there is an irregular intake of both bar- 
biturates and food, and where other drugs are being taken concurrently, the 
clinical picture may be quite atypical, and diagnosis rendered even more 
difficult. Endocrine disease may be simulated, and the patient thought 
initially to be suffering from spontaneous hypoglycemia (Hunter and 
Greenberg, 1954) or thyroid dysfunction. If the individual denies that he 
has been taking barbiturates, an E.E.G. which reveals a characteristic excess 
of fast activity may confirm diagnostic suspicions. 

Sudden withdrawal of barbiturates from an addict causes greatly in- 
creased anxiety, tremulousness and weakness: occasionally a transient state 
of collapse results. Within forty-eight hours a delirtum may develop, which 
resembles delirium tremens: and at any time in the first week after abrupt 
withdrawal the patient may have one or more epileptic fits. Withdrawal of 
the drug should therefore always be gradual. 

Amphetamines.._The amphetamine group of drugs-——amphetamine itself, 
dexamphetamine (‘dexedrine’), methylamphetamine (‘methedrine’) and 
phenmetrazine (‘preludin’)—may all easily become drugs of addiction and 
cause toxic psychoses. These drugs, prescribed for obesity, fatigue or 
depression, give a fillip and a feeling of euphoria which the individual of 
unstable temperament may find impossible to resist. Alcoholics and psycho- 
paths are especially prone to become addicted to amphetamines. A psychotic 
reaction may occur after a single large dose, but is unlikely unless more than 
50 mg. of amphetamine are being taken daily. There are no diagnostic 
physical signs: signs of sympathetic overaction are often not marked. The 
mental symptoms are those of an acute and usually short-lived toxic reac- 
tion, which may go on to delirium; but there is often little or no clouding of 
consciousness and disorientation. The most prominent features are delu- 
sions of persecution and hallucinations, auditory and visual. These mental 
symptoms are not specific to amphetamine intoxication and the term 
‘amphetamine psychosis’ is therefore not justified. The reaction is not in- 
frequently misdiagnosed as paranoid schizophrenia (Connell, 1958) and the 
individual may, as the addict often does, contribute to the misdiagnosis by 
denying that he has been taking drugs. 

During the acute phase of this intoxication the patient may be violent 
against others, and in the withdrawal period depression is associated with a 
risk of suicide. Amphetamine intoxication may be diagnosed by the metbyl 
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orange test (a 10-ml. sample of urine to which 2 ml. of glacial acetic acid has 
been added is required by the laboratory), and this test should be employed 
in the differential diagnosis of acute paranoid reactions. 

Bromides.—Intoxication and psychoses due to bromides are much longer 
lasting. In the earlier stages sluggish, forgetful and irritable, with a furred 
tongue and sometimes a notably sallow complexion, the patient passes 
gradually into a typical delirium which, unlike delirium tremens, is not 
transient but continues for some time even after the drug has been with- 
drawn. Often there is no drug rash. The serum bromide should be estimated : 
the toxic level is about 150 mg. per cent., depending upon the adequacy of 
the renal function. 


TREATMENT OF DRUG ADDICTIONS 
The reactions due to amphetamine overdosage are often so acute that there 
is no doubt that the patient should be admitted to hospital, and it is probable 
that all addictions and toxic psychoses, whether due to alcohol or drugs, are 
best treated initially outside the individual’s own home. In hospital the 
drug of addiction can be withdrawn for certain and the patient sedated 
temporarily with other drugs, or eased by the prescription of chlorpromazine 
or a course of ‘modified insulin’ therapy. The problem then is to help the 
disturbed personality who has become addicted; this is often a matter of the 
greatest difficulty, calling for much patience and a readiness to suit psy- 
chiatric treatment to the individual needs of the patient. Something must 
be found to replace in his life the part played by the addiction and the 
satisfaction he has derived from it. Probably there would be little lost if no 


more patients were prescribed amphetamines for nervous and mental 
symptoms. Few patients benefit considerably from them; many are put in 
hazard by their temptations. 


SYPHILITIC GENERAL PARALYSIS 

Reports of the demise of G.P.I. have been premature. It is not even very 
rare and may be on the increase. Recently, 18 cases admitted to a London 
observation ward within eighteen months have been described (Steel, 1960) 
and 10 cases seen at a Liverpool neurosurgical clinic (Hughes, 1959). In the 
past two-and-a-half years 10 cases have been admitted to the Dundee Royal 
Vental Hospital. Only one of these had been correctly diagnosed and 
treated before coming under psychiatric care. The commonest clinical pic- 
ture was a simple dementia. The referring letters from the patients’ general 
practitioners reported a variety of leading symptoms: fits, disordered and 
delinquent conduct, confusion, loss of memory, delusions, and marked 
changes in mood which included depression (most commonly), irritability 
and in one case maniacal excitement. In eight of the 10 cases there were 
abnormal neurological signs, as well as serological evidence of the disease. 

The great reduction effected between the World Wars in the number of 
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cases of G.P.I. in this country has in recent years made the disease un- 
obtrusive and therefore less readily recognized. Neurosyphilis should be 
included in the differential diagnosis of any organic psychosis of middle or 
later middle life which is of uncertain etiology, and serological examination 
of the blood and cerebrospinal fluid should be made as part of a com- 
prehensive examination. Treatment with massive doses of penicillin will 
usually arrest the disease: how satisfactory the outcome will then be 
depends upon how much brain damage has already occurred and therefore 
upon how early the diagnosis has been made and treatment started. 


CONCLUSION 

In conclusion it must be emphasized again that this has been necessarily a 
very incomplete account. The presenile dementias, cerebrovascular syn- 
dromes, encephalitis, head injury, endocrine disease—these are other im- 
portant causes of organic psychoses which have not been touched upon. 
But enough has been said perhaps to illustrate the importance of the topic 
and to show that the organic psychoses, which are not uncommon, con- 
stantly challenge the practitioner’s diagnostic acumen. The constitutional 
make-up of the patient and his personality traits influence the clinical 
picture and may complicate it considerably with, for example, hysterical 
features, depression or excitement. The earliest mental changes may be so 
subtle that only the patient’s closest relatives can be sure of them, whilst the 
underlying physical disorder may require a critical search through more 
than one of the bodily systems before it is identified. 
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Lrucotomy was first performed in this country in 1938 at the Burden 
Neurological Institute by the late F. W. Willway, and those of us who took 
up this branch of neurosurgery, often referred to in America as ‘psycho- 
surgery’, have now over twenty years’ experience of this operation and the 
many modifications it has undergone. 


EARLY EXPERIENCE 

In the first few years the use of the operation was largely confined to the 
hopeless patient suffering from long-standing schizophrenia who had already 
been subjected to all forms of therapy including insulin and often long 
courses of electrically induced convulsions. The results of operation in these 
unfortunate patients, many of whom were bereft of teeth, tonsils and 
adenoids and whose accessory nasal sinuses had been irrigated, drained or 
denuded of lining membrane, did little to popularize this new form of 
treatment. Occasional patients did, however, show remission of the disease 
process and a few were able to lead sheltered lives outside a mental hospital. 
It was the small proportion of patients suffering from intractable melan- 
cholia or agitated depression in whom the better and more encouraging 
results were obtained and it should never be forgotten that it was F. L. 
Golla at the Burden Neurological Institute and G. W. T. H. Fleming of 
Barnwood House, Gloucester, who chose these more suitable patients for 
operation when they pioneered leucotomy in Britain. 

It was perhaps natural that the medical superintendents of mental 
hospitals were chary of trying out such an irreversible method of treatment 
on any but their hopelessly incurable patients. To produce an appreciable 
effect on such patients required a very extensive leucotomy: a wide section 
of the white matter of the frontal lobes placed far enough back to pass 
through the anterior horns of the lateral ventricles. As a result of choosing 
these deteriorated patients and the necessity for performing very extensive 
leucotomies, the outcome of operation was seldom a highly successful one 
and widespread feeling was aroused by the often undesirable side-effects: 
the laziness, lack of normal inhibitions, reduction of intelligence quotient 
and the like. The situation was in no way helped by the operation being 
taken up by surgeons other than those trained in neurosurgery. At one time, 
indeed, leucotomies were being performed not only by general surgeons 
but by orthopedic, ear, nose and throat, and even genito-urinary, 
surgeons. 
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As time passed, however, psychiatrists, gaining more experience of the 
results of these operations in the hands of competent neurosurgeons, began 
to recognize certain types of symptomatology which appeared to respond 
better to leucotomy than did others. It thus came about that the request for 
operative treatment of a psychiatric patient was based more and more upon 
such symptoms as anxiety, tension and agitation than upon a precise 
and particular diagnosis. It is fair, | think, to say that this change in the 
attitude of psychiatric opinion was responsible for a much greater degree of 


success in postoperative results. 


PERSONAL EXPERIENCI 

My personal experience consists of over 3,500 such operations performed 
in some 50 to 60 different hospitals and I have noted with interest this 
change in the type of patient referred for operation taking place, as the 
psychiatrists concerned have observed and pondered upon the desirable, 
and also the unwelcome, effects of operation. Almost invariably on a first 
visit to a hospital which had not previously made use of surgical treatment, 
the patients chosen for operation were the long-standing schizophrenic, 
the dangerous, often homicidal, paranoid individual or the patient with 
chronic mania of long duration. In few, if any, of these patients could much 
be hoped for from operation. In spite of the poor results the demonstration 
of the low mortality rate—some 3 per cent. in skilled hands—encouraged the 
psychiatrist to submit less deteriorated and resistant cases to operation. ‘The 
next to be chosen were the involutional melancholics, the agitated depres- 
sives and the occasional sufferer from anorexia nervosa who had proved 
resistant to all other forms of treatment and for whom leucotomy did much 
good. Thus, the psychiatric staff of another institution would be on the road 
to the correct selection of cases for operative treatment. 

At this stage much attention was being paid to the occurrence of unwanted 
side-effects such as the blunting of perception, disregard for the feelings of 
others and loss of drive. As a result, neurosurgeons began the long series of 
modifications in the operation of leucotomy which, to some extent, are still 
taking place today. So from the original standard prefrontal leucotomy 
first described by Freeman and Watts there appeared more limited pro- 
cedures designed to produce an adequate therapeutic effect but with 
diminished side-effects. Such were the cortical excisions of Lawrence Pool, 
cingulectomy, selective cortical undercutting and many others. 


MODIFICATIONS OF OPERATION 
My personal modifications have been almost entirely confined to ‘closed’ or 
‘blind’ operations rather than those performed by open craniotomy such as 
cortical excision or ‘topectomy’ as being more simple but equally effective 
operations. I’rom the standard prefrontal leucotomy, and at the instigation 
of Dr. William Sargant, the effect of partial sections of the white matter, 
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usually the lower half of each prefrontal region was studied. Attention was 
then turned to the medial aspect of the frontal lobe, a blind undercut of the 
superior frontal convolution being made similar to Scoville’s operation 
of cortical undercutting. Neither of these changes in technique was found to 
produce a sufficiently marked therapeutic change. ‘The medial approach was 
then altered from an undercut of the superior frontal convolution to a 
narrow section of white matter in a plane running from just in front of the 
coronal suture downwards to the orbital plate at varying points from before 
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TaBLe I.—Analysis of types of mental disorder treated by leucotomy, and of the type of 
operation performed, during the period 1946-58. 


backwards. Pippard assessed a large series of these medial—or rostral 
leucotomies and found the more anterior undercuts insufficient in effect 
whilst the more posterior sections tended to produce side-effects similar to 
those of a standard prefrontal leucotomy. This caused me to modify the line 
of section once again, taking the section from in front of the coronal suture 
just lateral to the midline, downwards to the mid point of the orbital plate. 
The greatest width of the section in the white matter is 2 to 3 cm. at the 
lower end of the section, progressively diminishing towards the cortex 
superiorly. In suitable patients, this section, now always referred to as 
rostral leucotomy, will usually produce the desired clinical effect with but 
minimal side-effect. 


ROSTRAL LEUCOTOMY 
Such undesirable sequela as may follow this operation are rarely evident 
in ordinary social intercourse but have to be sought for by psychiatric 
examination and psychological testing, and a high proportion of the patients 
are enabled to return to their normal life and occupation. It is, in fact, a 
satisfactory though very limited operation, confining its effect to the inferior 
and medial part of each frontal lobe and carrying a mortality of less than 
1 per cent. Diminution in side-effect is also produced by other limited 
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operations of the selective cortical undercutting type but such operations 
are much more major procedures requiring full neurosurgical operating 
theatre facilities and it is doubtful if their therapeutic effects differ appre- 
ciably from those of blind rostral leucotomy which takes but ten minutes to 
perform and can be done with safety in any mental hospital. 

Reference totable I gives a good idea of what has been happening to the 
surgical treatment of mental disease during the period 1946-58 in the 
author’s experience. First there has been a steady decline in the number of 
standard leucotomies, with a great increase in rostral leucotomies. The bulk 
of the patients treated surgically are suffering from obsessional, anxiety or 
depressive states, whilst those schizophrenics treated surgically are chosen 
for operation because their illness is characterized by depression or tension. 


The patients are thus being chosen for operative treatment because of the 


presence of symptoms of anxiety, tension and depression and not according 
to a particular diagnosis or type of illness. 


THE POSITION TODAY 

What has happened, then, in this twenty-year period has been, first of all, 
the demonstration of the relative safety of leucotomy but its unsuitability 
as a mode of treatment for deteriorated schizophrenics. Then followed a long 
period in which a number of psychiatrists gained experience of the effects of 
the operation, both good and bad, which led on to the various changes in 
technique aimed at, and effective in, reducing undesired side-effects. Today, 
modified operations such as rostral leucotomy and other similar procedures 
have become an established form of treatment for intractable symptoms of 
anxiety, tension and agitation occurring in a variety of mental illnesses. 

Operation, of course, should not be resorted to until all appropriate forms 
of conservative treatment have failed or until a psychiatrist experienced in 
the effects of modified operations considers this the correct course to 
pursue. With these provisos rostral leucotomy is now established on a firm 
basis, can be expected to relieve some 70 to 80 per cent. of patients upon 
whom it is performed, with a mortality rate of less than 1 per cent. The 
chance of serious deterioration in behaviour, character or working ability 
resulting from the operation is minimal. 
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In the Mental Health Act, 1959, the terminology in use in the Mental 
Deficiency Act is replaced by two categories: 

Severe subnormality—a state of arrested or incomplete development of mind so 
severe that a patient is incapable of living an independent life or of guarding himself 
against serious exploitation (or, in the case of a child, that he will be so incapable 
when adult). 

Subnormality—a state of arrested or incomplete development of mind which 
includes subnormality of intelligence and requires special care or training, but does 
not amount to severe subnormality. 

The new definitions of subnormality, like those of mental deficiency now 
obsolete, have a dual basis: first, a legal concept of individual responsibility 
and, secondly, a social criterion of individual competence. Strict medical 
concern with mental deficiency has been, first, to define how the individual’s 
condition of mind and body relates qualitatively to a hypothetical norm or 
average; and only later to consider the quantitative aspects of the defect in 
relation to care and protection that is available in the environment. 


ETIOLOGY 
Current medical opinion emphasizes the interdependence of body and 
mind: that mental subnormality tends to be accompanied by subnormality 
of body, and vice versa, whether or not both handicaps have a common 
origin. On the other hand, the key disability, which gives the subject of 
mental deficiency its homogeneity, is an impairment of intelligence. (A 
handy definition is that intelligence refers to the level of complexity of 
mental operation of which the individual is capable.) It is generally recog- 
nized that level of intelligence is distributed among the population through 
an uninterrupted range, from the exceedingly clever on the one hand to the 
exceedingly stupid on the other, with the majority of people not far removed 
from the population average. 

High intelligence enables people to perceive a wide range of things quickly 
and accurately, to reason effectively, to keep track of a number of simul- 
taneous processes, to organize memory so that judgments and forecasts 
can be made, and to move easily from concrete to abstract levels of thought. 
The converse is true of low intelligence, especially as regards quantity, 
speed, quality of organization, levels of complexity and capacity to move 
from concrete to abstract mental operations Intelligence is a polymorphic 
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set of qualities dependent upon complex central nervous system structure 
and, as may be expected, the etiology of mental deficiency is both obscure 
and complicated. 
HEREDITARY FACTORS 

It is a common folk belief that certain families have a hereditary taint that 
appears, variously, as psychopathy, social instability and mental defect, but 
the idea remains obscure and unproven. Mental deficiency tends to be 
clustered in certain social groups, and it is likely that a vicious circle of 
intermarriage and unfavourable social conditions augments whatever genetic 
influences there are. There is an increased expectation of finding deficiency 
in the parents (and even more in the siblings) of defectives, and there is a 
more impressive, though still variable, increased expectation of finding 
deficiency among the children of defectives. A tendency has been noted for 
two defectives in the same family to be of approximately the same mental 
grade; and a slightly greater degree of consanguinity has been found among 
the parents of defectives than among the general population. Also, extreme 
youth and relative age of parents at conception have both been cited as 
being associated with deficiency, though with unconvincing evidence. There 
appears to be no foundation for the common belief that there is a link be- 
tween the occurrence of genius, mental disorder and mental deficiency 


in families. 
Statistically controlled genetic studies have thrown light on the etiology. 
Fraser Roberts (1952) has described two main types of deficiency: 


(1) Those who shade off into the dull, and represent the tail end, say the lowest 
1 to 2 per cent., of the normal curve of distribution of intelligence. These cases can 
be regarded as quantitatively different from the normal, and they include the bulk- 
perhaps three-quarters—of the ‘high grade’ cases, now termed subnormal. A simi- 
larly high proportion of these cases are clustered in the lowest decile of the socio- 
economic scale. Causation is probably multifactorial. 

(2) Those who are qualitatively different from the normal. The causation in this 
group is accidental, including genetic accidents. Although the bulk of the ‘low grade’ 
cases , now termed severely subnormal, come into this second group, the distribution 
of grades of defect is more even than in group (1) and, similarly, prevalence in the 
population approximates more to a random distribution. 


In addition, there are certain rare conditions associated with mental 
deficiency that have either a dominant or a recessive inheritance (Penrose, 
1938). 

ENVIRONMENTAL FACTORS 
The environment plays an important part in two possible ways in all cases 
of mental deficiency: (1) through difficulties that the handicapped child 
often has in learning and adaptation; (2) environmental factors can operate 
directly upon the zygote at any stage from fertilization to maturity: these 
factors include mechanical, biochemical, nutritional, radioactive, psycho- 
logical, educational and social. 
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FACTORS OPERATING BEFORE BIRTH 
Maternal malnutrition has generally rather little effect, other than on the 
size of the developing fcetus. 

Maternal injury is an uncommon cause of deficiency. 

Maternal intoxication or poisoning may result in abortion and stillbirth, 
and possibly, but not so certainly, in defect. 

Placental disease can cause widespread and serious damage to the feetal 
brain, mainly through malnutrition and anoxia. 

Maternal infection occasionally causes defect. Syphilis, once common, is 
now exceedingly rare. Maternal rubella, mumps and, rarely, other zymotic 
and virus infections in the early weeks or months of pregnancy are associated 
with malformation and defect, not commonly, but sufficiently so to warrant 
care that the pregnant mother avoids exposure to infection. 

Ionizing radiation can cause foetal brain damage before the 6th week, and 
this possibility justifies circumspection in the use of x-rays in the case of 
women who may possibly be pregnant. 

Folk belief associates defect with the mental state of the mother and 
emotional shocks during gestation. Evidence is uncertain about this but no 
doubt the maternal state of mind affects the child in many ways after birth. 


FACTORS ACTING DURING BIRTH 
Birth injury is popularly accepted as a cause of mental deficiency, but there 
is some danger of exaggerating the significance of brain damage in those 
cases of difficult labour in which there are no definite clinical signs. ‘There 
is a number of possible causes of damage at birth: 

(x) Abrupt alternation of uterine pressure and relaxation while the feetal 
head is held in the birth canal may cause petechial hemorrhages and 
extravasations that result in tissue damage and local anoxia. 

(2) Meningeal tears may cause hemorrhages; in particular, pressure 
effects may result from subtentorial tears. 

(3) Although the application of forceps itself does not commonly cause 
damage, the circumstances under which forceps are used may be dangerous 
to the feetal brain. 

(4) Asphyxia neonatorum can cause cerebral anoxemia and therefore 
extensive brain damage. 

(5) Premature babies are particularly vulnerable to cerebral injury. 


FACTORS ACTING AFTER BIRTH 
Any noxious agent that affects brain development may cause mental 
deficiency. 
Trauma is often blamed by anxious parents but, whilst it may be im- 
portant, it is also true that all children knock their heads hard at some time. 
Infection.—Encephalitis severe enough to cause pressure effects and local 
brain damage is an obvious, though uncommon, cause of mental deficiency. 





ETIOLOGY AND DIAGNOSIS OF MENTAL DEFICIENCY 733 


The connexion between meningitis and deficiency is less clear, except in the 
case of pressure effects of tuberculous meningitis. 
Convulsions are scarcely a cause of mental deficiency; but epilepsy may 


Form Group Clinical variety 


Primary Multifactoria tic \ll-round, non-specific mental deficiency 


Possible single factor (a) Tuberous sclerosis (epiloia) 
origin, including Neurofibromatosis 
genetic accidents Huntingdon’s chorea 

(a) 7Dominant b) Phenylketonuria 

(b) ?Recessive Diffuse leucencephalopathy (1) 

(c) Miscellaneous < Schilder’s disease (1) 

Cerebro-macular degeneration (1) 

Cretinism 2) 
Deaf mutism (3) 
Genetic microcephaly 
Congenital diplegia 
Hypertelorism 
Oxycephaly 
LLawrence-Moon-Bied! syndrome 
Nevoid amentia 
Diffuse sclerosis 
Amaurotic idiocy 
Gargoylism 
Lenticular degeneration 
Mongolism 


Secondary Deprivative retinism 
Rud’s syndrome 
Nutritional 
Isolational (special sensory defect) 


lraumatic Diplegic traumatic microcephaly 
Little’s disease 
Rhesus incompatibility 
Epileptic 


Infective Rubellan, and the like 
l'oxoplasmotic 
Syphilitic 
Alcoholic 
Encephaliti 
Meningitic 
Hydrocephalic 
Plumbic, and the like 


ical classification of mental deficiency 


Notes.—(1) These diseases form a loose clinical group of which a number of sub- 
varieties have been described 

(2) Cretinism due to thyroid deficiency can appear in either the primary or the secondary 
form. : 

(3) Deaf mutism and spastic diplegia are clinical syndromes of mixed etiology not 
necessarily associated with mental deficiency 

(4) In recent years mongolism has been regarded as due to uterine deprivation, and the 
usual maldevelopment of the fifth middle phalanx has suggested that the operative period 
is around the eighth week of gestation. ‘The discovery by Penrose and co-workers (1959) 
of an extra chromosome in cases of mongolism has revived the possibility that this condition 
may be due to a genetic disorder of odgenesis 

(5) Epilepsy is a phenomenon of neuromotor instability and is an accompaniment, rather 


than a cause, of mental deficiency 
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often be a sign of instability of the central nervous system that accompanies 
oligophrenia. 

Malnutrition.—There is little evidence that malnutrition after birth is a 
cause of mental deficiency, and a child’s level of intelligence rarely shows 
any response to treatment by glutamic acid or aneurine. Some specific 
disorders that cause malnutrition indirectly may be associated with severe 
subnormality, e.g. thyroid deficiency leading to cretinism; and some rare 
metabolic disorders, of which phenylketonuria is one example. 

Psychological causes of mental deficiency are not simple. Deprivation of 
maternal care may result in the case of some children in withdrawal of their 
capacity to respond to environmental stimuli. In such cases, the bizarre 
condition of child psychosis may develop, which functionally in some ways 
resembles deficiency. Analogous states of withdrawal can result from 
blindness and deafness, if care is not adequate. 


ETIOLOGICAL CLASSIFICATION 
The clinical classification of mental deficiency (table I) into:— 

(a) Primary—cases of non-specific origin; and 

(b) Secondary—cases in which the deficiency is due to some definable 
cause, is of practical use subject to two qualifications: 

(1) In all cases, environmental factors, and especially quality of social care 
and protection, play a major part in determining the ultimate degree of 
deficiency. 

(2) An indeterminable proportion of genetically determined cases, belong- 


ing to Fraser Roberts’ second group, will be clinically indistinguishable 
from the primary group. 


DIAGNOSIS DURING THE CHILD’S FIRST SIX MONTHS 
Only principles of diagnosis will be discussed. For clinical descriptions a 
textbook on the subject should be consulted (e.g. Tredgold and Soddy, 1956). 

Although socially important to do so, it is usually difficult to diagnose 
mental deficiency during the first six months of life, except in cases of 
gross deformity. 

Signs apparent during the puerperium.—Most cases of gross deformity 
which are recognizable at birth are either born dead or live for only a few 
days. The minority who survive will include obstetrical monsters; skull 
deformities, e.g. hypertelorism, oxycephaly; and other developmental 
anomalies, e.g. gargoylism, and meningocele, severe spina bifida. These cases 
will almost invariably be severely defective. The only relatively common 
type of deficiency that is likely to be recognizable at birth is mongolism but, 
unless the doctor is quite confident that a representative selection of the 
signs be present, making the diagnosis should be deferred. The classical 
signs of cretinism are occasionally seen at birth. The very rare condition of 
phenylpyruvic amentia—a disorder of phenylalanine metabolism—can be 
detected during the second week, by a green colour resulting from a drop 
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of 5 per cent. ferric chloride solution added to the baby’s acidified urine. 
This test is recommended as a routine preventive measure. 

Warning signals.—There is a number of signs that can appear during the 
puerperium to alert the doctor to the possibility of mental deficiency being 
present. These signals are mainly non-specific and it should be remembered 
that they can also appear singly or in combination in the case of many babies 
who later develop normally. Their appearance to an impressive degree, 
however, or in multiple combination, should warn the doctor that his 
judgment about the baby’s normality must be reserved. 

The most important signals are those which indicate the possibility of 
damage to the foetal brain; those which indicate anoxia of the brain are the 
most impressive. Specifically, these will be white asphyxia with difficulty in 
establishing breathing, very marked shock at birth, and persistence of 
flaccid paralysis after shock has disappeared. Bruises, marks on the face 
and scalp, forceps marks, and severe moulding are of no certain significance, 
other than that of the frequent association of difficult labour with intra- 
cranial damage. There is also a slight degree of association of mental 
retardation with congenital anomalies of any part of the body, and with 
minor skeletal deformities especially of the midline; e.g. spina bifida. 
Extensive skin nzvi tend to be associated with cerebral angiomas. 

Prematurity is a common accompaniment of the conditions that cause 
secondary amentia, to the extent that the doctor should be watchful, and 
should avoid committing himself to definite reassuring statements until it is 
clear that a premature baby’s development is proceeding vigorously. 

There is little specific to be noted about the behaviour of tiny babies. 
More often than not, those who later turn out to be defective are small, 
puny and sluggish, and feeding may be very difficult to establish. On the 
other hand, some babies will show marked restlessness, excessive crying and 
disturbances of sleep rhythms. All of these signs are perfectly compatible 
with normality, however; and, conversely, many defective babies show no 
abnormal signs for many months. 

During the first six months all doubt should disappear in cases of mongolism 
but the warning still holds that this condition must not be diagnosed if there 
is any doubt remaining. It is significant of the comparative ease with which 
they can be recognized that, although mongols probably constitute less than 
5 per cent. of the defective population, they form the great majority of those 
ascertained during the first year of life. Cretinism will be apparent by bodily 
signs and by failure to advance from the newborn state. 

Other forms of defect can be recognized in the first six months only by 
extreme retardation of all aspects of development. The defective six-months- 
old baby will not have advanced from early infancy, will not be able to raise 
his head from the pillow, turn over, show a smile of recognition or any direct 
response to environmental stimuli. In many cases primitive reflexes will 
persist to light, walking and grasp stimuli, and the reflex smile. 
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DIAGNOSIS IN PRESCHOOL CHILDREN 
Only the most severe cases of mental deficiency are recognizable on sight, 
and in perhaps three-quarters of the cases of suspected retardation there is 
little definite to go on until the child begins to fail educationally. 

Diagnosis is best effected by methodical observations of the child over a 
period of time sufficient to establish that the pattern of development is 
retarded. There is still little exact knowledge of the developmental sequences 
of severely retarded babies but, in practice, reasonable reliability is obtain- 
able by methodical examinations repeated at, say, six-monthly intervals 
over a period of 18 months to 2 years. A meticulous physical examination is 
essential, partly because bodily anomalies, particularly of the brain and 
central nervous system, are very common, and partly because of the con- 
fidence that the parents will gain. There is not much to be learned from 
weight and growth charts and records of feeding, or from sleeping and 
excretory rhythms. 

From then on the process of diagnosis is largely by clinical observation 
and it is useful to assess the child’s progress in the following four fields, 
systematically: (a) motor development: the so-called ‘milestones’ ; (b) social 
development: the degree to which interpersonal relations are developed; 
(c) practical organization of objects in space and time: how the child handles 
his material environment; (d) the use of language and abstract symboliza- 
tion. The examiner needs to be on the look-out for sight and hearing handi- 
caps; the latter, especially, may be difficult to determine in the cases of 
withdrawn children. The primary task of the examiner is to estimate the 
child’s degree of development in each of the four fields and to make a rough 
estimate of the child’s level in each. The concept of ‘developmental age’ is 
useful : i.e. the age at which the average child reaches the level of development 
currently shown by the patient. 

A number of special allowances must be made. First, motor clumsiness 
is common to all seriously retarded children, and resembles a mild spastic 
lesion although the neurological signs are non-specific and indefinite. 
Secondly, the social development of the child depends upon the degree of 
understanding shown by the parents and on the presence of other children 
in the home. Intelligent parents with a good standard of care may stimulate 
the child’s social development, and also the child’s use of language and 
abstract symbolization. A considerably retarded child of superior parents 
can have an average-sized vocabulary but his use of language is likely to be 
poor. Thirdly, the less protected child of the large working-class family is 
likely to be in advance of the only child of upper-class parents in the practical 
organization of space and time. 

In the absence of specific disabilities the most likely diagnosis is primary 
multifactorial deficiency (at one time termed the ‘simple’ type). This is by 
far the commonest form, and the important diagnostic feature is that of an 
all-round serious retardation in all sectors of development (subject to 
specific social influences). Typically, for example, a retarded child of 4 is 
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found to be like an average child of 2 in all sectors of development. If the 
level of development in any one sector is markedly different from the others, 
the differential diagnosis needs to take into account special social circum- 
stances, specific secondary defect and psychosis. If, in addition, bodily 
development shows a commensurate degree of inferiority the consistency 
of the total pattern is strong presumptive evidence of mental deficiency. 

Further observation at six-monthly intervals enables the rate of develop- 
ment to be assessed. Here again the keynote is uniformity of retardation. A 
defective child who had an all-round development of about 2 years at the 
age of 4 should be in the region of 2} at 5, and so on. Provided this criterion 
is not taken slavishly, any marked divergences will throw doubt on a 
diagnosis of mental deficiency, provided that environmental conditions have 
not changed. 

The diagnosis of specific and secondary forms of mental deficiency 
depends upon signs of genetic, deprivative, traumatic or infective damage. 
Caution is necessary about paralysis, because full evidence of pyramidal, 
extrapyramidal or mid-brain motor damage does not appear until the time 
at which function is, or should have been, established. The motor movement 
of the normal new-born baby is typically choreo-athetotic. It is only when 
these movements persist after babyhood that a diagnosis of mid-brain 
damage can be made. Similarly, spastic upper motor neurone lesions begin 
to be revealed in the baby’s face and arms at the end of the first year, and in 
the legs during the second year. The impossibility of making a full diagnosis 
earlier tends to bring the doctor into trouble with overanxious parents. The 


full extent of spastic paralysis is not revealed until the child is perhaps 3 or 4 
years of age, and thereafter will tend to diminish if the child learns how to 
use other ways of motor control. Extrapyramidal and mid-brain lesions are 
even more prone to lessen or disappear during the preschool period. 


DIAGNOSIS IN CHILDREN OF SCHOOL AGE 

In the majority of the milder cases, retardation is first taken seriously by 
parents as a result of educational difficulties. Intelligence tests are important 
diagnostic instruments, although they have the drawback of having been 
standardized on cross-sectional studies, so that, although they can reliably 
place the child in relation to the average of his age, they are unreliable about 
the child’s ultimate intellectual ceiling. The best use of intelligence scales 
in this connexion is to give information about the capacity which the child 
brings to school. 

As in the case of the preschool child, in the absence of signs of specific or 
secondary defect, the diagnosis of mental deficiency hinges upon the presence 
of a state of all-round retardation in all sectors of mental and emotional 
development, combined with physical inferiority. There are no standardized 
scales that do for social development what intelligence scales do for 
educability, and the doctor has to rely upon his own knowledge of the social 
development of children. This requires daily familiarity with children and 
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a grasp of the social influences and community attitudes impinging on 
the family. 
DIFFERENTIAL DIAGNOSIS 

The criterion of regular and consistent retardation of development in all 
fields, physical, emotional, intellectual, social and so on, narrows down the 
differential diagnosis to making a decision between congenital ‘simple’ sub- 
normality of multifactorial origin, and the various specific causes: genetic, 
deprivative, traumatic and infective. Further differentiation depends upon 
the presence of neurological and other somatic signs, metabolic and en- 
docrine disorders. The only other condition of importance to the differential 
diagnosis is that of child psychosis, which is essentially a disorder of the 
relationship formation of the child. 

The disorders of orientation of psychotic children usually cause difficulties 
of motor and social responsiveness. Typically they are physically normal 
and have good motor control, but their functional behaviour may be greatly 
disturbed or even meaningless. The developmental history of psychotic 
children is often irregular and may include bizarre features. The time 
relations of those aspects of development mainly dependent upon an inborn 
maturation pattern, such as motor development and control, learning to walk, 
learning to speak, ability to perform the mechanical aspects of reading, may 
be more or less normal; but those aspects strongly affected by relationships 
in the environment—manipulation of objects, reaetion to other human 
beings, the content of communication and so on—may be disturbed or 
non-existent. 

Some psychotic children who are structurally of high intelligence may 
amass a great deal of peculiar, unorganized knowledge and develop strange 
capacities of the ‘idiot savant’ type. More commonly, their lack of coordina- 
tion of mental function gives psychotic children a superficial resemblance to 
defectives. It is important to make a differentiation between them because, 
whilst the defective child’s developmental pattern can be predicted with 
reasonable confidence and educational measures be taken to meet his needs, 
that of the psychotic may be so chaotic that it prevents prediction. Such a 
child will prove a most disturbing influence in any educational or social 
setting that is designed for mentally defective children. 
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THE PROBLEM OF 
CHRONIC ALCOHOLISM 


By LINCOLN WILLIAMS, M.R.C.S., L.R.C.P. 
Medical Director, The Hall, Harrow Weald 


IN my student days, alcoholism was virtually ignored as a clinical entity. 
I well remember an occasion in the Casualty Department when I had to 
suture the lacerated skulls of two drunken negroes, the result of a dockside 
brawl which seemed inevitably to recur every Saturday night. I vaguely 
remember seeing a patient screened off in the corner bed of a ward, alleged 
to be suffering from incipient delirium tremens. I also recollect that in one 
of eight lectures devoted to psychiatry—in those days eight lectures were 
considered amply sufficient to cover the entire subject—the alienist, as he 
was then called, described a certain mental disorder named Korsakoff’s 
psychosis. I certainly gained the impression that excessive drinking was 
somehow an associated factor in all these conditions, but we were in no way 
encouraged to pursue its real implications. In any case, I frankly regarded 
these individuals not as real patients but as moral degenerates who merited 
the punishment they had deliberately brought upon themselves. 

Many men and women who were my contemporaries are practising 
medicine today with little or no knowledge of alcoholism. They are much 
more likely to regard the secondary ‘medically acceptable’ symptoms of 


alcoholism, e.g. hepatic cirrhosis, pneumonia, psychosis and fracture, as 
the primary problem. 


A NEGLECTED SUBJECT 
Until Jellinek, in 1946, produced his chart of phases and symptoms, 
alcoholism presented no well-defined diagnostic or therapeutic picture. It 
was generally held to be an unacceptable moral problem. Even today, no 
question on alcoholism appears in any medical examination paper, although 
the recently qualified will certainly be called upon to deal with it and so 
much depends upon the first interview with the patient. 

It cannot be denied that during the past fifty years medicine has made 
several attempts to get to grips with the problem. The gold cure, the 
atropine-strychnine cure, and autohemotherapy were some examples of 
the innumerable so-called ‘cures’, many of which enjoyed a fleeting reputa- 
tion ultimately to be discarded and forgotten. Medicine’s failure prompted 
the Law and the Church to take the matter into their own hands, but they, 
too, failed to provide either cure or reformation. 

The late Dr. Haggard (of Yale) had this to say: 

“The problem of alcoholism has medical, social, legal, educational, economic, and 
religious factors. But each is no more than a factor. The problem is the sum of the 
factors integrated in their proper relations. This statement does not imply that the 
study of the social, legal or religious aspects is without benefit towards solution of 
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the problem. Quite the contrary—it is only thus that the solution can be approached. 
Such study, however, becomes impractical, indeed obstructive, if there is failure to 
see the relation of the factor to the problem as a whole. The first step towards the 
solution of this problem is definition—the demonstration of the problem in its 
totality and the factors in their integration’. 

Rightly or wrongly, I hold the view that Medicine’s failure in the past was 
largely due to an obstructive overemphasis on the purely chemical approach. 
Some still cling to this limited approach, indeed, they feel it to be the only 
one. Unfortunately, they do not tell us what treatment they advise when 
apomorphine fails. 

I very rarely employ apomorphine, preferring to combine conditioned- 
reflex therapy (Voegtlin, 1940) with psychotherapy, intensive hypnosis, 
and group therapy. For the addictive personality, it is surely wiser 
to shift ‘the dependence on chemicals to dependence on people’, until 
the time comes when the alcoholic achieves emotional maturity, standing 
firmly on his own feet. The alcoholic is said to be adult physically and 
intellectually, but immature emotionally. Sobriety is the triumph of 
intelligence over uncurbed emotion. 

Society is fortunately changing its attitude to the alcoholic. One sign of 
enlightenment and of constructive change is that the alcoholic is rarely now 
a figure of fun on stage or screen or radio. Exploitation of ataxia to the 
accompaniment of soft music is no longer considered comedy. The alcoholic 
is a human tragedy, not a figure of fun. 

Sad to relate, the regrettable misconception that all alcoholics are moral 
perverts has been fostered by the prominence given in the Press to the 
psychopathic social misfits who appear in our courts with monotonous 
regularity, every time paying a fine of ten shillings and promising faithfully 
never to appear again. The public reads about them, and some of them, 
like the old Veras and Charlies, gain an unhealthy and unnecessary 
notoriety. Furthermore, arising from this misconception, many doctors have 
concluded that, as some patients have been able to hold down their jobs and 
retain the affection of their relatives despite their pathological drinking, 
they cannot be true alcoholics because they do not conform to the pattern 
of the delinquent bad-hat type. Moreover, this same misconception enables 
many alcoholics themselves to deny the serious implications of their drink- 
ing. How often am I told: ‘I am not an alcoholic for I have never been drunk 
in the gutter—I have never spent the night in gaol’. 

With such confusion of thought, statistics obtained from practitioners as 
to the number of alcoholics in the general population are therefore bound to 
be unreliable. I have been told by an elderly practitioner that during the 
whole of his professional life he had never met an alcoholic, yet statistics 
from Yale University indicate that one out of twenty heavy drinkers 
becomes an alcoholic. 

CLASSIFICATION 
In studying a considerable number of alcoholic patients admitted to The 
Hall since 1947, my experience has shown that no two alcoholics are the 
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same and that people drink excessively for different reasons. These ob- 
servations led me to form the opinion that assessment of the personality 
before the onset of pathological drinking is diagnostically and therapeu- 
tically essential. Not only are there many alcoholics, there are many 
alcoholisms. Four types are recognizable: 

(1) The alcoholic with a good previous personality—the so-called normal 
alcoholic. About 80 per cent. make a successful recovery and by recovery 
I mean, of course, they have remained totally abstinent. 

(2) The alcoholic whose basic personality is neurotic. The prognosis for 
this group is moderate to poor. About 30 per cent. recover, but are prone 
to frequent relapse before stabilization is finally achieved. 

(3) The alcoholic whose basic personality is psychotic. The prognosis in 
this group depends entirely upon the psychosis. In a sense, they are not 
true alcoholics. The psychosis should be treated primarily. 

(4) The alcoholic whose basic personality is psychopathic. The prognosis 
for this group is extremely bad. 

If these four types are statistically grouped together, the over-all rate of 
recovery is just about 50 per cent. 

Apart from the prognostic value of the assessment of basic personality, 
there are other factors which are of importance. The prognosis is good if the 
patient has a happy home and a good job to return to. Those who are 
separated or divorced, or a bachelor living on his own, will undoubtedly 
find it more difficult to maintain sobriety. A skilled worker whose work is 
valued by his employers has a better chance than the man who has no 
particular training. Some patients leaving the Services often find themselves 
at a loss to know what occupation to follow. Lack of training for other 
occupations, together with lack of financial resources, compels them to 
accept the first job offered, in which they can find no interest or pleasure. 
The temptation to take alcohol to escape from the tedium and monotony 
of their existence and to achieve in alcoholic unreality success and ambition 
denied to them in real life is strong. 

The patient who actively seeks help because he knows that, unless he 
stops drinking and changes his whole modus vivendi, he is doomed, has the 
best chance to recover. Undergoing treatment simply to pacify and please 
the marital partner or to avoid being cut out of a will are poor prognostic 
signs. 

Patients of poor, or limited, intelligence are unlikely to respond to psycho- 
therapy and therefore fail to gain insight into their problems. 

We have therefore ‘the good’, ‘the sad’, ‘the mad’, and ‘the bad’—all 
alcoholics with a widely differing background and prognosis. It is high time 
that it is realized that no two alcoholics are the same. These four types are 
only similar in the way in which they use alcohol to escape from the impasse 
in which they find themselves. It must be frankly stated that some doctors, 
who have always identified the alcoholic with moral failure, have not 
attempted to conceal from the patient their feeling of utter disgust. I have 
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heard a doctor say: ‘I resent being called out to a drunk. It’s a moral problem 
not an illness. In any case, he won’t cooperate in anything I tell him to do. 
What he needs is hard work. If I had my way, I would make him walk five 
miles a day’. Punitive measures have never succeeded: imprisonment has 
seldom deterred the alcoholic. 

Although fully aware of the uncooperative and unrewarding patient, if he 
is to be helped we must somehow overcome our negative reactions to 
the insults and disappointment we are bound to encounter in this work. 
Recognition of alcoholism as a medical problem imposes responsibility 
which until now the medical man has been reluctant to bear. This reluctance 
is based on his admitted lack of knowledge of the problem. He faces the 
practical dilemma of not knowing how to help the patient or where to 
send him. 

ALCOHOLICS ANONYMOUS 

In these circumstances, how glad many practitioners have been to refer their 
alcoholic patients to Alcoholics Anonymous despite the fact that this 
organization is not equipped to deal with the medical and psychiatric 
aspects of the problem. The A.A. ‘speaker’ at open meetings of this organiza- 
tion invariably introduces himself as follows: ‘I am an alcoholic. I went to 
my doctor who told me that he hadn’t a clue about alcoholism but that he 
had heard of a society of ex-drunks who have recovered’. This public 
reproach, however deserved, must no longer go unchallenged. A.A., how- 
ever, is in no position to assess the basic personality of its members. The 
flexibility of this organization is such that anyone can become a member 
merely by admitting he is an alcoholic, which leaves the door wide open to 
the adventure-seeking psychopath. 

This is a matter A.A. unfortunately cannot avoid, for its very flexibility 
is its strength. ‘he psychopath flourishes for a while in A.A., sometimes as 
a group leader, until the other members find him out or he himself walks 
out. But should the struggling, unstable neurotic alcoholic be exposed to 
the possible malign influence of the psychopath if he can recover by hypnotic 
suggestion? Is it fair to expect the group therapy of A.A. to succeed with the 
ataxic, tremulous alcoholic who is in fact the undiagnosed victim of multiple 
sclerosis? Can the A.A. ‘way of life’ based on the Sermon on the Mount 
eliminate the depressive component of the alcoholic suffering from in- 
volutional melancholia, more effectively than electroplexy? These comments 
are not intended to detract from the good work A.A. has done and is able 
to do, but I am relating the experience of three such patients personally 
known to me and in each case he was referred to A.A. by his doctor, heartily 
relieved to be rid of him, merely on the grounds of his pathological drinking. 


THE NEED FOR SPECIAL CLINICS 
The public interest in the problem of drunken drivers now being discussed 
at Parliamentary level, and the growing evidence that hundreds of alcoholics 
once deemed beyond the pale have successfully recovered, will undoubtedly 
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bring increasing pressure on the family practitioner to provide help in the 
control of addiction. Alcoholics themselves, and their distracted relatives, 
will expect to obtain this aid. At the present time, facilities for helping 
alcoholics of moderate means are woefully inadequate. Incidentally, it is 
surprising how the less well-off always contrive to find enough money to 
purchase their consolation, expensive as it is. 

Harsh criticism is sometimes made about the cost of private treatment 
but how many alcoholics worthy of the name drink less than two bottles of 
spirit per week, which is the equivalent of {200 per annum? What is more, 
this simple accountancy takes no note of the cost of lavish treating in pubs 
and clubs, or of the heavy bills relating to car repairs and household damage. 

At present, those unable to afford private treatment must rely on treat- 
ment in the mental hospital. Here we are up against the fact that the 
alcoholic resents being sent to a mental hospital but would willingly go to a 
clinic for alcoholics if only such were available. The genuinely sincere 
alcoholic knows that his drinking pattern is pathological and wants to 
recover from it, but fears having further salt rubbed into his wounds by the 
doctor who is emotionally biased against him and who will undoubtedly 
refer him to the mental hospital. To many such patients this is the last 
straw and they will fight to the bitter end to avoid it. 


rHE APPROACH TO THE ALCOHOLIC 
My group of recovered alcoholics discussed among themselves the question 
of how best to approach the alcoholic. It was unanimously agreed that the 
alcoholic is most amenable to constructive suggestion during the period of 
‘hangover’. The approach must be made in a friendly, uncritical manner 
which enables the alcoholic to realize that he is a sick man and not a weak, 
contemptible one. He must be made to realize that as he is the victim of 
disease, his complete cooperation in treatment is essential, and that any 
decision he makes about the matter must be his own free choice, not a 
course of action taken under duress. The patient must be inspired with 
belief in the possibility of his recovery. No alcoholic can be effectively 
treated unless he genuinely believes the treatment will be effective and he 
wants to recover. I never fail to mention the tremendous therapeutic value 
of meeting other recovered alcoholics at the Renascence Group dinners 
which are held every month at a London hotel. Patients’ own doctors attend- 
ing these dinners have themselves been enormously impressed by meeting 
these recovered alcoholics. The more confident approach they acquired 
from this experience has enabled them to influence new patients to accept 
treatment, whereas formerly their efforts would have met with no response. 


DIAGNOSIS 
Is the patient an alcoholic, or is he just a heavy regular drinker? Intoxication 
alone is not alcoholism. The differential diagnosis is comparatively easy 
because the regular heavy drinker is able to stop if given sufficient good 
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reason to do so. How often have I been told by patients of someone known 
to them who drank ‘solidly’ for twenty-five years and then one day, after a 
talk with a consultant, stopped abruptly and completely. That man was 
never an alcoholic. The regular heavy drinker lives to drink, but the 
alcoholic must drink to live. The alcoholic cannot voluntarily abstain for 
more than a short while. 

After a limited period of self-imposed sobriety, which in alcoholic jargon 
is known as the “water wagon’, the alcoholic takes his first drink and finds 
that it has a ‘triggering’ effect upon him. A few drinks fail to satisfy. There 
follows a compulsion to continue drinking even though he is well aware 
that he faces inevitable disaster. If the reason for this abnormal physical 
reaction to alcohol is ever discovered, it will be the ‘open sesame’ to 
alcoholism. 

Besides the inability to stop, the alcoholic shows two other symptoms: 
namely ‘loss of control’ and ‘need’. Loss of control means getting drunk and 
staying drunk when there was clearly no intention of doing so. It is the 
all-important milestone on the road to chronic alcoholism. The alcoholic 
must be helped to accept the very unpalatable, but important, truth that 
having lost control through no fault of his making, he has nevertheless lost it 
for all time. Innately, every sincere alcoholic knows this and those who 
relapse prove it. 

Some doctors, wishing to temper the wind to the shorn lamb, suggest to 
the patient that he maintain total sobriety for a year. They assume that after 
a year of total abstinence, the patient will feel so well and happy in his free- 
dom that he will obviously want to preserve it. This is a mistaken point of 
view, for it leaves the patient inculcated with the idea that somehow or 
other he will be left with some choice in the matter, whereas he should be 
told in the most unequivocal terms that he has no choice whatsoever. 
Moreover, putting time limits on sobriety, places far too much emphasis on 
merely remaining sober, ignoring the psychotherapeutic approach which is 
the only way of getting the patient to accept himself as an alcoholic and to 
learn how to live within the limitations of his disease. 

‘I must have a drink’ to get going in the morning or the need to drink 
before any appointment and certainly after the interview if it has proved a 
failure, or again, the desire to have a drink on the quiet before going into 
one’s own or someone else’s party, gulping it down to achieve a quick effect, 
are examples of the alcoholic’s increasing need of the drug. When he has 
become so dependent upon it, when he cannot visualize life without it, the 
alcoholic will resort to the most ingenious measures in order to protect his 
supply. He dare not be without it. At cocktail parties I invariably talk to 
the guest who has volunteered to be the barman. He is often an alcoholic 
satisfying his ‘need’ under a cloak of helpful gesture. 

Another feature of alcoholics is their lack of rewarding interests in life. 
They have few hobbies, few outside interests, and little interest in other 
people. Their entire interest is centred around drinking. 
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PERSONALITY ASSESSMENT 

If the patient is an alcoholic, what type of alcoholic is he? The age factor is 
important. Excessive drinking in early adult life is commonly found in the 
neurotic. Adolescence is the age at which an individual is expected to 
assume his share of the responsibility of life, but the fortuitous discovery of 
alcohol offers to the neurotic a magic solvent of all difficulties, asocial in 
motive, anti-social in result. The incidence of mental illness and of al- 
coholism in the family history is high. Violent abnormal behaviour of young 
people under the influence of alcohol should always make one suspect an 
underlying psychosis, such as schizophrenia and epilepsy or its equivalents, 
as revealed by an abnormal electroencephalogram. 

Alcoholism developing at the menopause should make one suspect an 
endogenous depression. If there is no depression, careful history-taking will 
probably reveal evidence of earlier personality maladjustment. Alcoholism 
can also be the outward manifestation of the senile depressive states resulting 
from cerebral arteriosclerosis. The prognosis as regards the maintenance of 
total abstinence is particularly bad in this type of patient. ‘I have only a few 
more years to live so why should I give it up’ is the attitude of mind of 
those advancing in years. Alcoholic patients over 65 years of age are very 
doubtful prospects as regards the maintenance of sobriety. The irresponsible 
behaviour under the influence of quite small amounts of alcohol makes them 
a grave responsibility to their relatives and, if they drive a car, a positive 
danger to the public. 

Alcoholism may be a superadded factor to the behaviour disorders 
associated with head injury, encephalitis, and neurosyphilis. I have known 
three alcoholics who on sobering up were found to be suffering from G.P.I. 
Another was a tabetic. 

The so-called normal alcoholic—the alcoholic of good previous per- 
sonality—is mainly to be found amongst a group of intelligent, well-edu- 
cated, comparatively successful men in the middle-life period, roughly from 
35 to 60 years of age. Happily married, sexually well adjusted, ambitious 
for intellectual and professional success, they can give no reason for their 
alcoholism when first seen. On the other hand, they readily admit their 
disability and are genuinely sincere in their wish to recover from it. Their 
drinking troubles would appear to have arisen largely under the influence of 
exogenous factors. 

The psychopath is not always easy to diagnose at the first interview. 
Cleckly has given an excellent picture of the psychopath with his superficial 
charm and good intelligence, his unreliability and gross insincerity. Although 
given to pathological lying, he is eloquent in speaking of his word of honour. 
Generally speaking, he refuses to admit that his drinking is a problem despite 
obvious evidence to the contrary. He never by any chance profits from the 
lessons of the past and exhibits a curious, almost brutal, ingratitude for the 
sometimes heavy financial sacrifices made on his behalf. Many families have 
been cruelly reduced to penury in their futile efforts to save the family name 
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and reputation. The electroencephalogram may show an unstable cerebral 
physiology of unknown origin. The woman psychopath is particularly 
addicted to alcohol. It is to her the supreme tranquillizer for her highly 
unstable emotional life. She often attempts suicide and often succeeds. 


TREATMENT 
The alcoholic’s spontaneous recourse to the bottle when anything goes wrong, 
or a state of tension arises, establishes a conditioned reflex which can best be 
broken by removal to a hospital or clinic where access to alcohol is impos- 
sible. Very few can be successfully treated at home. Outpatient therapy will 
only be successful with the entirely cooperative patient, but this is far more 
effective after inpatient treatment. 

The generally accepted lines of treatment are either immediate with- 
drawal or withdrawal over a period of forty-eight hours with the aid of 
tranquillizers and intensive vitamin therapy. Some people prescribe pheny- 
toin to cover the possible risk of convulsion during the withdrawal stage. 
Barbiturates should be prescribed with caution. It would be utter folly to 
substitute one addiction for another. 

I would like to emphasize that most workers in this field agree that 
alcoholism is not an indication for electroconvulsive therapy (E.C.T.) 
except when there is an obvious endogenous depression. 

One lady patient was given 17 E.C.T.’s over a period of three weeks to ‘burn out’ 

her alcoholism. The result of this drastic approach was that, whereas before E.C.T. 
she was drunk very.occasionally, after this treatment she was drunk every day and 
all day. 
Current methods employed to effect the disruption of the drinking pattern 
by the so-called vomiting techniques are by means of apomorphine or by 
emetine and pilocarpine (Voegtlin, 1940). ‘Antabuse’ (disulfiram) therapy, 
introduced by Martensen-Larsen, is a useful form of deterrent. These 
various techniques have been described in detail elsewhere (Williams, 
1956). 

Having completed the disruption of the drinking pattern, the work is but 
begun. Psychotherapy helps the patient to readjust and it is here that I have 
found intensive hypnosis of great value in fortifying the patient’s desire to 
remain sober and to strengthen his ability to carry it out. Group hypno- 
therapy is time saving. Under the general heading of psychotherapy the 
following factors must be taken into account: 


THE ENVIRONMENTAL FACTOR 
This factor includes the patient’s family life and his job. The family doctor 
can help a great deal in explaining this complex condition to the relatives. 
They must be made to understand that total abstinence is imperative if the 
patient is to recover. Moderate drinking is an impossibility. It is vital that 
the patient should not return home to a bitterly disillusioned wife or 
husband. The family will certainly want to know about the propriety of 
keeping alcohol in the house, or under lock and key. They must realize 
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that if the alcoholic intends to drink, locked cupboards are no safeguard for 
there is nothing to prevent him from obtaining it elsewhere. Kant and other 
American therapists insist that the marriage partner must join in abstinence, 
not only in the presence of the partner but completely. They say that the 
drinking of the partner builds up unconscious resentment in the alcoholic 
which will lead to relapse. Frankly, this has not been my experience. It 
depends very much on the partner, of course, but the verdict of my group 
was unanimously against it. 

In the end, it all depends upon the amount of insight the patient has 
gained into his illness. Insight is the yardstick by which the alcoholic’s 
recovery is judged. Without insight the alcoholic will soon relapse into his 
old ways. 

The wife herself may be a psychologically disturbed person, either before 
marriage or as a result of her husband’s alcoholism. She, too, may need 
considerable psychotherapy to change her perspective towards her partner 
and to readjust her own life. 

Consideration must also be given to the matter of the alcoholic as an 
employee. There are many men in industry today whose defection through 
alcoholism is a loss to the community and the need for their recovery is 
therefore correspondingly strong. ‘One of my best men’, said an employer, 
‘if he would only keep away from the drink’. Large industrial concerns 
would be well advised to institute a programme of education on alcoholism 
among their employees. The industrial medical officer must acquaint him- 
self more fully with the nature and extent of this malady. A closer scrutiny 
of work records and absenteeism through illnesses which bear a camouflaged 
diagnostic label will help to spot the incipient alcoholic and instead of 
dismissal give him the opportunity of medical treatment in the early stages 
of his disease. 

THE SOCIAL FACTOR 

Group therapy in the treatment of alcoholism is now firmly established, The 
alcoholic has lost his capacity for interpersonal relationships. He feels 
isolated and alone within the great wall of defence he builds around himself, 
a prison cell of his own creation. Talking with others in the group who have 
themselves suffered from hangovers, amnesia, remorse, shame, and self- 
recrimination, he ‘tunes in’ to a wave-length common to them all. This 
identification with others in the group is of tremendous therapeutic im- 
portance. It facilitates his reintegration into society which formerly ostra- 
cized and rejected him. In the group he becomes one of a family——he now 
belongs. It is a new experience to be wanted. 

It takes a long time to get into alcoholism and a long time to get out of it, 
The alcoholic will need informed help and encouragement over a long 
period. He will need the companionship and moral support of those who 
know from personal experience when, where, and how the impulses to 
relapse appear and what to do to combat them. Above all, he will need a 
human environment where he is accepted and welcomed unconditionally, 
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and in which he can learn in action how to re-establish with his fellow-men 
and women the lines of communication, and the fear-free relationships 
which make sobriety worth while. 

To meet this long-term need, a properly planned therapeutic group, 
apart from A.A., should be an integral part of the rehabilitation programme 
wherever the treatment of alcoholics is undertaken. 


THE SPIRITUAL FACTOR 

The Church has recently made great strides towards the concept of 
alcoholism as a disease, realizing at long last that in the approach to the 
alcoholic there is no place for the moralizer, the sermonizer, or the con- 
temptuous. Diagnosis is almost as important to the priest as it is to the 
doctor for he is uniquely equipped to help the alcoholic in his urge for self- 
transcendence. No matter what the origin of a man’s drinking may be, the 
plain fact is that when he becomes an alcoholic his whole life is bankrupt. 
As the mystic puts it: ‘When men are at the end of their own resources, they 
are at the beginning of God’s’. 


CONCLUSION , 
American colleagues suggest that the history of any patient should include 
a history of his drinking patterns. The slightest indication of any trouble 
caused by drinking should alert the physician to the possibility that here is a 
potential alcoholic. Just as hemoptysis and glycosuria are possible signs of 
tuberculosis and diabetes mellitus, so any trouble brought about by drinking 
is an indication of a possible case of alcoholism. 

Our profession must no longer avoid the challenge of alcoholism with all 
its serious implications. Experience shows there is no single etiological factor 
but that a constellation of factors is responsible for alcoholism. The treat- 
ment of alcoholism therefore clearly calls for constructive teamwork between 
physicians, psychiatrists, pharmacologists, social scientists, Alcoholics 
Anonymous and the Church. 

The acceptance of the fact that a certain number of the population are 
destined to become alcoholics is no cause for pessimism. It should rather 
stimulate us to provide the very best treatment in special clinics for alcoholics 
only, where there is close liaison with the general and mental hospitals. To 
quote Glatt: ‘We can now look forward confidently to the time when 
alcoholics need no longer be anonymous’. 

Prevention of this disease, as with others, is the eventual solution of 


the problem. 
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Tue four types of disorder most often met with in practice are amenorrheea, 
irregular menstruation, menorrhagia and period pain. Emotional disharmony 
may enter into the causation of the ‘premenstrual tension syndrome’. Other 
types of disorder, such as inter-menstrual bleeding, ‘dribbling’, and the 
like, can occur as part of a general stress reaction, but these are less frequent 
and of minor importance. The term, amenorrheea, is taken to mean absence 
of the period for three months or longer, and menorrhagia excessive bleeding 
at or between the periods. 

Menstrual disorder is seldom a symptom in isolation. In the series of 65 
women reviewed in this article, the number of symptoms reported by the 
patient ranged from one to ten, the mean being 3.6. Only five women gave 
the disorder of menstruation as a sole symptom. Most of the patients in the 
series (57 out of 65) reported symptoms indicative of a state of tension and/or 
depression, such as fatigue, headache, undue irritability, disturbed sleep and 
exhaustion. Bodily pain, apart from period pain, was given as one symptom 


in 29 cases. In few of these could the pain, as described by the patient, be 
regarded as of ‘organic’ origin; in the great majority, it fell into the category 
of tension pain (O'Neill, 1958). 


INCIDENCE OF STRESS DISORDERS OF MENSTRUATION 
The incidence of the stress disorders of menstruation in the population at 
large is not known. The estimate used in this article is based on a sample of 
women seen in the outpatient clinic at the Obstetric Hospital, University 
College Hospital, over the years 1953-56. 

For the first year of the survey (1953-54) two patients were taken at random from 
those telephoning for an appointment in each week of the year and examined by 
Professor Norman Morris and myself in adjoining rooms; the method has been 
outlined in an earlier report (Morris and O'Neill, 1958). In the following years 
almost all the patients coming to the clinic on a particular afternoon, except for 
those with a gross surgical disorder, were seen by both of us in the same way. In 
the first year, of 60 women seen (designated the R series) 16 gave a disorder of 
menstruation as the leading symptom; from 1954 onwards, the total number seen 
was 153 (the C series) of which 49 are included in this study. The entire series of 
65 (R and C cases) may be considered a fair sample of the women who attend a 
gynzcological clinic. 

The total was made up of 

Menorrhagia 

Period pain 
Amenorrhcea 

Irregular menstruation 
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One reason why irregularity of the period comes last in the list is that this 
disorder is less distressing to the patient, and hence less likely to be pre- 
sented by her as the main symptom; an exception to this is when the 
irregularity causes fear of an unwanted pregnancy. 

Of the four disorders, menorrhagia ranks as the first both in number, and 
in importance. Severe bleeding can be very alarming to the patient and her 
attendants; if it continues and cannot be abated, the surgeon may be com- 
pelled to remove the uterus, in default of any other remedy. In its capacity 
to disorganize the life of the patient, menorrhagia is in the same category as 
asthma: it belongs to that small class of stress disorders which can be most 
disabling, and even potentially lethal. 

The patients were divided into four groups:— 

Group I.—Patients in whom an organic abnormality appeared to explain all the 
symptoms (4 patients). 

Group II.—Patients in whom an organic abnormality accounted for most of the 
symptoms, but in whom there seemed to be also an emotional factor (5 patients). 

Group III.—Patients whose symptoms appeared to arise in the main from 
emotional tension, but who had a minor organic abnormality (11 patients). 

Group IV.—Patients whose entire illness was a stress disorder (45 patients). 

A large proportion of the patients are thus seen to be classed as group 
III or 1V—s6 of the total of 65. Only in the remaining nine was organic 
disease held to be the major determinant of illness. 


MENORRHAGIA 

Thirty-two women gave excessive bleeding as the main symptom. Most of 
them had other symptoms as well; 16 complained of bodily pains. Fifteen 
reported one or more of the four main stress disorders of the menstrual 
cycle besides menorrhagia. The prevailing feeling-state in these women can 
be best conveyed as ‘tension’, ‘discontent’ or ‘depression’. Nineteen of the 
32 were placed in group IV: in them the symptom of bleeding seemed to be 
wholly and directly the product of emotional disturbance within the patient 
which was a reaction to her life-situation at the time. These situations, and 
the patient’s attempts at adjustment, were as a rule apparent without pro- 
longed inquiry. 


A woman of 31 (Bridget) came to the clinic because of menorrhagia, period pain, 
discharge, fatigue, and ‘blackouts’. She had been examined by the surgeon, who 
found no significant physical disorder whatever. As the patient was in considerable 
domestic difficulty, I called upon the aid of Miss Irene Forstner, a trained social 
worker; she saw Bridget the next day and reported: “The family consists of the 
husband, and two young children, both girls. They live in a first-floor flat in a 
house of which the ground floor is occupied by an invalid woman and her daughter. 
The situation has become intolerable for Bridget, as these people constantly com- 
plain of the noise made by the children. Bridget is very concerned about restraining 
them and preventing noise. One of the girls is a “‘problem child’’, and is attending 
a clinic. My impression was that Bridget is unstable, and not very intelligent’. 

Here, then, was a tense and troubled woman faced with a situation to which she 
could not adapt. On the one hand, she seemed really afraid of upsetting her sick 
neighbour; on the other, continual curbing of the children’s natural liveliness and 
‘bounce’ imposed a great burden upon her, and over the course of time disturbed 
them too. Bridget’s resources of personality were limited, and she could see no 
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solution to this ‘problem of life’ but escape ; as this was impractical, she felt trapped 
—resentful, bitter and frustrated. 

Given an opportunity to unburden themselves, the women described 
their conditions of living, and their personal relations, clearly and vividly, 
with little prompting from the listener. In the majority, the association of 
events provoking stress with the onset and course of the menorrhagia was 
not difficult to discern. Examples of the kinds of situation mentioned are: 
illness in husband or child, separation, frustration due to infertility, friction 
with neighbours, anxiety over the rearing of a child. In one patient, who was 
already under psychiatric care, the sources of tension were not explored, 
lest the inquiry should disturb the patient’s relationship with her therapist. 

Why menorrhagia should be ‘chosen’ as a mode of response under stress 
in some women is not at all clear. Identification with a mother who suffered 
in the same way, or with someone acting as a mother-substitute, is certainly 
one important causal factor. But in a proportion of women with this dis- 
order, as with the other three, no satisfactory explanation for the ‘choice’ 
can at present be provided. 


PERIOD PAIN 

In 18 women pain at the period was the presenting symptom, and in four 
of these it was the only symptom reported. In one patient the cause of the 
pain was quite obscure: at interview she appeared normal, and there was 
nothing in her story to suggest that the pain was a reaction to stress. This 
case was placed in group I. The other 17 were classed as group III (3) or 
group IV (14). As with menorrhagia, the sources of tension were generally 
manifest. 

For instance, a girl of 18, whose periods had hitherto been painless, began to 
suffer considerable discomfort, and disability, after she came to London and started 
an affair with a man much older than herself; her emotional state was a blend of 
apprehension, guilt and self-criticism, some excitement at the ‘naughtiness’ of her 
behaviour, and dread of discovery. 

Another patient, of 21, began to have pain for the first time just after she was 
engaged to be married; she had been given no education at all about sex by her 
parents, and admitted to fear of intercourse on her honeymoon, which was simply 
a fear of the unknown, augmented by various old wives’ tales she had been told. 

Four clinical types of ‘dysmenorrhea’ may be distinguished :— 

(1) ‘Catastrophic reaction’ to the period. 

(2) Menstrual reactions in the ‘Atalanta woman’ .—Here the salient feature 
is distress or annoyance rather than pain, a sense of repugnance or intolerance 
of this recurrent interruption of ordinary life. In the extreme case, the 
woman will present herself at the clinic to ask for a hysterectomy: the 
rivalry with men is quite explicit, and she cannot endure the ‘curse’ of the 
female, while the male competitors go free. 

(3) Period pain as part of a total stress response.—A spell of period pain, 
associated with other bodily and mental symptoms pointing to a state of 
tension, and perhaps one or more of the menstrual disorders already listed, 
may often be observed in women whose menstrual cycle, apart from this, is 


























STO EI! PAE v . ae CSD ESSE 


752 THE PRACTITIONER 


quite trouble-free. There is, in short, a series of painful periods, with a 
well-defined onset, in a woman who has hitherto felt little discomfort or 
none at all. In such a case, it will often be found that the spell of pain 
coincides with a time of adversity in the patient’s life. 

(4) The puzzling case.—In a proportion of women with period pain, 
despite careful inquiries into the personal and social ‘setting’ of the disorder, 
the origin and meaning of the pain remain an enigma: a reminder that there 
is still a great deal we do not know about the normal, let alone the morbid, 
reactions in the menstrual cycle. 

One common type of period pain in younger women is the result of 
ignorance and fear: the girl has not been told what to expect, becomes 
frightened at the approach of the menarche, fears that the period will be 
painful—and it is. A vicious spiral of fear-tension-pain-fear then begins to 
operate. ‘This type of pain is amenable to therapy by relaxation: a small 
amount of thiopentone may be given intravenously on the day before 
bleeding is due to begin, coupled with strong suggestion that the whole 
body, and the uterus, will relax. This simple device often works remarkably 
well. When pain and distress at the period are associated, as they often are, 
with conflict and anxiety in the field of sexual adjustment, more exploration 
of mental content is required, and a good deal of time and effort may have 
to be expended on the working-through of the patient’s attitudes to sex. 


AMENORRHEA 
If this small series of cases may be taken as any guide, the commonest cause 
of amenorrheea, in an outpatient population at any rate, is pregnancy, and 
the second commonest is depression. In none of these nine women was a 
physical dysfunction thought to be a major determinant of the menstrual 
disorder; six of the women were passing through a depressive state, with 
more or less tension. 

It so happens that the depressive mood in those patients was clinically 
evident at once, or at an early stage in the woman’s attendance, but this is 
not always so. Not infrequently I have seen amenorrhea as the presenting 
symptom in a patient who outwardly seems normal: she is not aware of 
being depressed, and her true state may not emerge until she has been 
attending for some time, or perhaps a relative is interviewed whose story 
will make the diagnosis forthwith. 

There are two opposite but related fears that can on occasion cause sup- 
pression of the period: one is fear of pregnancy, and the other is the fear that 
a conception, eagerly desired, will not take place. 


IRREGULARITY 
Significant irregularity of menstruation is so common an accompaniment 
of mental disharmony that it may count as a ‘normal’ sign in women with 
stress disorder. Among women patients attending a psychiatric outpatient 
clinic, I estimate that about half show irregularity of the cycle. These 
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disturbances in rhythm, in themselves, however, are seldom a motive for 
seeking medical attention, unless the patient suspects pregnancy, or fears 
organic disease. Much more often, they are reported as an accessory symp- 
tom in other disorders of the cycle, such as menorrhagia, or in other kinds 
of illness, such as ‘indigestion’. Six women in this series gave irregularity 
of the period as the main symptom. In none of these was the disturbance 
in rhythm the sole symptom, and the mean total of symptoms per patient 
was four. The predominant emotional state was anxiety. 


STRESS AND THE MENSTRUAL CYCLE 
In women who attend regularly for therapy over a long period of time, it will 
usually be possible to build up a fairly complete picture of the nature of the 
relationship between events in the patient’s life that provoke stress in her, 
and variations in the cycle. Detailed study of even a few patients ‘in depth’ 
will often show a close correlation of such events (and the resulting emotional 
reactions) with spells of one or other of the four disorders already discussed. 


A woman of 35 (Paula) was referred in October, 1956, because of a depressive 
state with agitation. She attended at first three times a week, and later twice. During 
the course of therapy, the significant happenings of her life, and the quality of her 
feelings for the people in her ‘world’, were reviewed very thoroughly and her 
patterns of attitude and motivation examined. 

Menstruation began at about 11, and between that time and the year 1958 she 
had suffered attacks of all four disorders, of which the following are some examples :-— 


Mental state 

Amenorrheea Age 12 Guilt and depression arising from 
association with older man. Re- 
bukes by parents. 

21 Unhappiness from friction with 

parents. 

Period pain 15-18 Feelings of intense sexual frus- 
tration. Worry over a sister. 
Sense of oppression by father. 

Irregularity At all ages Tension due to disharmony, first 
in parental home, and later in 
her own household. 

Menorrhagia From 25 onwards First distinct attack related to 
difficult birth and failure of 
lactation. Resentment of 
mother’s attitude. Later, feel- 
ings of defiance with much 
guilt: a ‘mixed reaction’ coloured 
always by resentment kept too 
well under control. 


A scrutiny of the manifold links between emotional arousal and menstrual 
disorder led me to conclude that, in this patient at least, stress was much the 
most important determinant in causation. Paula’s emotional state, during a 
spell of one of the disorders, was generally a compound of several, perhaps 
conflicting, feelings: guilt, irritability, anxiety, frustration and sexual excita- 
tion were clearly discernible; an undercurrent of tension, with much or little 
depression, was seldom absent. Not uncommonly the ‘latent period’ between 
a provocative event and the bodily response was quite short: thus, a domestic 
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crisis that stirred up rage might be followed by increase in menstrual flow 
within a few minutes. When the latent period appeared to be longer (say, 
several hours) I found that, as a rule, the event had not really ‘registered’ at 
the time, and the emotional reaction to it had been delayed. This rapidity 
of response seems to point to a neurogenic mode of transmission, rather than 
an endocrine mechanism. Even though so much material was available, it was 
not possible to associate each of the disorders with a specific emotional 
state, but, in general, the effective states provocative of menorrhagia were 
those of anger and agitation, whilst amenorrhcea went with depression. 


MOOD VARIATIONS PN THE MENSTRUAL CYCLE 

A cyclic variation in mood, of small ‘amplitude’, may be observed in many 
normal women. In those who come under medical care, for one reason or 
another, the range of fluctuation is generally greater. For instance, a patient 
said to me lately that she recognized two different ‘selves’: one in the first 
half of the cycle, and another in the second. As part of this fluctuation, the 
‘tension-level’ in the organism rises and falls; the rise which commonly 
takes place in the few days before the period may serve as the ‘trigger’ for 
an attack of illness of which tension is a main determinant, such as rosacea 
or migraine. This is likely to happen only when the general level of tension 
is above the ‘norm’ for that person; if the provocative situation changes and 
tension falls, the attacks will die away, although the rhythm of the cycle 
continues as before. In the same way, spells of irritability and ill-temper, 
‘edginess’, and feelings of discontent and unease may be troublesome in the 
premenstrual phase in one ‘life-field’ but not in another. The emotional 
‘field’ surrounding the patient has thus to be assessed in every case; it is one 
of the main agents that determine the form of reaction, in the premenstrual 
phase, as indeed in every other phase of the cycle. 

There can, I think, be no doubt that the premenstrual tension state (PTS) 
is a clinical entity. The recurrent peaks of tension that precede the period 
are (it would seem) to be regarded as a biologically normal phenomenon in 
our society. Attacks of one or another of the stress disorders are not un- 
common as an accompaniment of the PTS. 

A woman of 42 (Clara) had migraine attacks which tended to occur during the 
PTS. Apart from this association, no other manifest cause for them appeared at 
first. In therapy, I employed the method of dream-analysis as a ‘lead in’ to the 
emotional processes underlying the attacks. The dream-material, and Clara’s 
reflections on it, led to the conclusion that she was being made to suffer a great 
deal of guilt over sexual feelings, especially in the premenstrual phase, that were no 
more than normal. Her ‘censorship’ was unduly severe, and each period was 
heralded by a spell of quite acute guilt and anxiety, which culminated in a migraine 
attack. As is usual in this disorder, the attack did not accompany the main ‘wave’ of 
emotional excitation, but followed it, as a ‘rebound’. She had not been able to 
‘work through’ these attitudes and feelings in regard to sex function before, and 
derived much benefit from therapy. In due course she made a successful marriage, 
and the headache attacks faded away. 

The salient point of this case is that no physical treatment for the PTS was 
given; the menstrual cycle remained pretty regular during therapy, and after it. 
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Lowering of ‘pitch’ of the PTS, and hence reduction of migraine, was effected by 
an emotional interaction between the patient and myself, and by this alone. 

For the clinician, the two points of importance about this universal 
biological rhythm—a cyclic variation may be seen in many men too, though 
the length of the cycle is more variable—are these: (a) The woman, who is 
impatient with her children and sulky to her husband for a few days before 
each period, is often reassured to know that some variation of mood and 
tension is to be expected during the cycle, and that other women feel as she 
does. (b) A stress response in a woman patient that seems to come ‘out of 
the blue’ (say, a run of tachycardia with extrasystoles) may puzzle the 
physician if he forgets to ask about the pattern of her cycle. 


THE ‘MENSTRUAL PSYCHOSIS’ 
This is a rare disorder: a spell of gross disturbance of thought and feeling 
that appears suddenly in the last phase of the cycle, and disappears with 
equal abruptness when bleeding begins. Those I have seen have been, in the 
main, illnesses of depressive or of paranoid form. 

A woman of 38 was sent to the outpatient clinic during an attack. She said she 
felt sure that people were staring at her in the street; in the block of flats where she 
lived, a whispering campaign was going on. She had vague feelings that her life was 
being interfered with in other ways, and that there was ‘something going on’ 
though she could not be certain what it was. At interview, she appeared preoccupied 
and rather depressed. There had been several earlier attacks, each coming on at 
the same phase of the cycle. 

Here, then, was a woman with an episodic mental illness, akin to para- 
phrenia. In the intervals between attacks, she was agitated and rather 
depressed, but the paranoid beliefs ‘came out in the open’ only during an 
attack. She was not admitted to hospital; under supervision in the outpatient 
clinic, the attacks diminished in intensity and passed away, probably (I 
suspect) because a domestic storm that had been brewing was unexpectedly 
dissolved. 

Another form this reaction may take is depression of severe degree, with 
hypochondriacal fears. Neither form is at all common among women coming 
to a medical or gynzcological clinic. The acute disturbance, while it lasts, 
may be such as to require admission of the patient to an Observation Ward. 


‘CATASTROPHIC REACTION’ TO THE PERIOD 

Here, because of particular predispositions and attitudes in the patient, the 
minor physical discomforts and the changes in mood and feeling experienced 
by the normal woman at period time are so inflated that each month contains 
a crisis. If the sufferer is a person of consequence and influence in her ‘world’, 
the crisis-situation may entangle a number of other people, besides the 
patient herself: such as her doctor, her relatives and her more intimate 
friends, all of whom become more or less disturbed at regular intervals. If 
she is an isolated person, then only her medical attendants will feel the 
impact of the crisis. 


A young woman of 23 told of intense distress, and ‘indescribable’ pains at each 
period, culminating in a ‘black-out’, sometimes followed by amnesia for the entire 
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episode. If she should happen to be out of doors just then, she would collapse on 
the ground and be carried off to hospital. She was a timid and backward person whose 
upbringing had left her wholly unprepared to understand or deal with sexual 
excitation. For her the advent of bleeding at the period was quite evidently a danger 
signal, that prompted terrifying fantasies 


THE MENOPAUSE 

In assessing ‘the menopause’ as a determinant of bodily and mental symp- 
toms, it is important to recognize and to separate two concepts: (a) The 
biological ‘change of phase’, in the mid-forties, or whenever it may occur: 
the rhythm of the organism continues as before, but the endocrine glands 
that act as the ‘effector organ’ of the central nervous system alter their roles. 
(b) The lay myth of “The Change’, by virtue of which symptoms of all 
kinds, in women of any age from thirty onwards, are ascribed to ‘the time 
of life’ (O’ Neill, 1959). It may be presumed that most women pass through 
the menopausal epoch without disabling or distressing symptoms; a few 
seek medical advice, and the question that naturally asks itself is—why 
these few? Donovan (1951), seeking an answer to this question, examined a 
series of 110 women said to have ‘menopausal symptoms’, allowing as much 
time to each as was required to hear the patient’s story in full. His conclusion, 
in effect, was that whatever the presenting symptoms, the woman who con- 
sults her doctor during the menopause does so because she is emotionally 
upset. In reviewing the case records, Donovan found that most of those 
‘reporting sick’ at this time had asked for medical aid in earlier phases of 
their lives because of similar symptoms. 

My own experience has been that many women referred for an opinion 
because of an illness during the menopausal epoch have symptoms pointing 
to a state of tension, agitation or depression. The illness is not purely 
‘psychiatric’, with a ‘cause’ in the emotional field—it is a disorder of the 
whole organism, with (as a rule) multiple symptoms, and its determinants 
are to be found both in the life-situation of the patient and her reaction to 
it, and also in the glandular ‘change of phase’, which in a minority of 
women seems to lower the threshold of stress-tolerance. ‘The therapy of these 
disorders follows the same lines as in any other stress disorder. In practice, 
brief psychotherapy and small amounts of a sedative drug are the most 
useful; in some women, hormone preparations are a valuable adjuvant. 


THE ATALANTA REACTION 
Menstruation is a perpetual reminder of the female role, and a woman’s 
attitude to the period reflects her attitude towards this role and its various 
component functions. 

The elements of the ‘Atalanta syndrome’—dyspareunia, frigidity, abor- 
tion and miscarriage, vomiting in pregnancy after three months, difficult 
labour, post-partum depression, failure of lactation, and the four menstrual 
disorders listed above—tend to occur more often in women who, in more 
or less degree, repudiate their role as wives and mothers. The mean incidence 
of these symptoms in a group of women with no declared illness, attending 
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an antenatal clinic, was 1.6, whereas the incidence among a similar group 
of women with various stress disorders was 4.6 (O’Neill, 1951). In a small 
series of 12 women with menorrhagia as a stress response, three had mascu- 
line attitudes and aims—although, of course, these were not entirely within 
the orbit of consciousness; the mean frequency of the Atalanta symptoms 
in these three was 6 (O’Neill, 1952). 

Women with a high ‘Atalanta count’—and with it a more complete 
rejection of femininity—are more prone to have ‘trouble with the period’ 
pain being often less in prominence than malaise, disagreeable feelings and 
more general disturbance, ‘difficult’ labours, with distress and emotional 
upset, and disharmony in the sphere of sex adjustment. Many of them are 
‘career women’ at heart, and when they try to combine achievement and 
enterprise in a vocation with the duties of a housewife, a conflict of loyalties 
inevitably follows. Some dissatisfaction with the feminine ‘position’ in con- 
temporary society is, of course, not at all uncommon, but a whole-hearted 
rejection of the female role is in its nature a deeply rooted emotional 
‘posture’, and carries with it a tendency to dysfunction of menstruation, 
childbearing and child-rearing. 


SUMMARY 
The purpose of this article has been to show how the menstrual cycle is 
related to the woman’s emotional life, and how stress may influence the 
character of the period and the subjective experiences associated with it. 
The term stress may be defined as the internal or resisting force brought 
into being in the organism by interaction with the environment. 


The interactions that contribute most to the causation of menstrual dis- 
order are those between the patient and the people closest to her—husband, 
children, parents, relatives; in short, anyone with whom she has a strong 
emotional bond, whether its ‘charge’ be positive (affection, loyalty, respect), 
or negative (hate, distrust, suspicion), or, more commonly, a mixture of both. 

Stress arising from disharmony in personal relations can produce dis- 
orders of menstruation, some of which (like severe menorrhagia) are quite 
grave and disabling. 

These disorders are not rare, but common. Indeed, stress must be counted 
an important, if not the principal, determinant of the illnesses that bring 
women to the surgery of the family doctor, and the gynecological clinic. 

I am indebted to Professor W. C. W. Nixon for his unfailing help and encourage- 
ment; to Miss Irene Forstner for her work with some of the cases reported here; 


and to the Dean, Institute of Obstetrics and Gynecology, University of London, for 
permission to make use of material from lectures given to postgraduates. 
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‘Age may have one side, but assuredly Youth has the other. There is nothing more 
certain than that both are right except perhaps that both are wrong’.—R. L. Stevenson. 
CHILDREN and the elderly have much in common in their susceptibility to 
the influence of home environment and in their sensitivity to human 
relationships within the household. Impressed by the reactions of children 
and the aged to one another in a review of behaviour problems in the young, 
it was decided to study the impact of childhood and age among families 
seen in the course of routine outpatient practice in the children’s department 
of a large general hospital and of routine family practice in a large industrial 
city. 
SCOPE OF INVESTIGATION 

Our observations are based upon a study conducted over a period of ten 
years of 300 families, 50 per cent. of which were first encountered in hospital 
and 50 per cent. in general practice. 

The two groups differed in that the families attending hospital did so on account 
of physical and/or emotional illness in one or more of their children, whereas the 
majority of the children seen in general practice were encountered as the result of 
incidental illness in other members of the family. Findings in the two groups were 
remarkably similar. In a number of respects impressions arrived at in the course of 
hospital and family practice resembled those of midwives and health visitors with 
whom the subject was discussed. Our conclusions take account also of less compre- 
hensive records kept of many other families in which contact between children and 
the aged did not give rise to exceptional situations. 

It has been our aim throughout to assess the difficulties encountered as 
family problems rather than as primarily pediatric or geriatric problems. 
Families representative of all socio-economic groups are included in the study. 

Youth has been interpreted as including children of less than 15 years; and age, 
accepting the criteria adopted by Sheldon, as referring to women over 60 and men 
over 65 years. Grandparents predominated among the elderly but the aged referred 
to in the text include other relatives, housekeepers and neighbours. 


GENERAL BACKGROUND 
Factors of importance were the circumstances bringing youth and age in 
contact; the duration and intimacy of such contact, and the differing per- 
sonalities of the individuals concerned. Sudden emergency situations of 
limited duration were rarely a source of trouble and there were numerous 
instances of families responding immediately and effectively to the urgent, 
and on occasion almost overwhelming, needs of children and aged in their 
midst. 
June 1960. Vol. 184 (758) 
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Difficulties were encountered most frequently in circumstances involving 
prolonged dependence of the elderly upon their children, or vice versa. In 
many instances dependence was associated with a feeling of embarrassment, 
amounting on occasion to a sense of humiliation. Endeavours to conceal such 
feelings contributed to strained relations, with the ultimate risk of added 
physical exhaustion. Tension was aggravated when parents were conscious 
of conflicting loyalties, sometimes associated with feelings of guilt as a result 
of the competitive demands of children and the aged in a household. Anxiety 
over money matters, disagreement concerning legacies and friction in con- 
nexion with business interests shared by parents and grandparents were 
other sources of smouldering family dissension. Financial dependence 
encouraged suspicions, not always without foundation, of patronage and 
dictation. In these and similar circumstances children reacted in a variety of 
ways to the unnatural emotional environment, more especially when their 
position was that of pawns in the strife between older generations. Results 
detrimental to the well-being of children were most evident in the presence 
of overcrowding attributable to accommodation being shared by more than 
two generations. The degree of overcrowding was a factor of major 
importance. 

To suggest that the children were alone in experiencing detriment in such 
circumstances would be incorrect. Many examples were encountered, of 
elderly relatives exasperated to the point of extreme exhaustion by children 
in the household. There were also instances of incapacity and death of the 
aged accelerated by their devoted attention to grandchildren. Almost equally 
distressing was the experience of those widowed grandmothers who, having 
disposed of their own homes to take up residence with their married daugh- 
ters, found themselves welcome only as useful domestic drudges. These, 
however, were the exceptions. For every such exception there were in- 
numerable examples of the mutual benefit derived by youth and age from 
frequent and close contact. Nor should it be forgotten how many children 
benefit indirectly from assistance given to their parents in money or kind 
by older relatives. 

The ties of family loyalty, affection and love constitute the fundamental 
basis of the background. As with all human relationships, however, the 
greatest danger to youth and age alike arises when love and affection turn 
to psychotic aversion or psychopathic hate. 


THE FAMILY 

All generations in one household.—The presence of youth and age in the same 
household can make or mar the stability and happiness of a family. This 
applied equally to households in which grandparents were providing a home 
for their children and their children’s children, and households in which 
children with families were providing a home for their parents. 

There was a number of instances of young couples who would have been 
unable to marry had they not been offered a temporary home by their 
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parents. Usually the arrangements were successful provided they were not 
continued for too long a period. With the arrival of the first grandchild the 
young mother and father derived benefit from the mature advice of their 
parents provided the lessons of experience were conveyed tactfully and in a 
way calculated not to cause resentment. Many mothers nursing their first 
baby derived much needed guidance and confidence from a grandmother. 
This form of moral support acquired a special value when a father’s work 
necessitated his being away from home for long or frequent periods. In 
other instances mothers confident that their young children would receive 
affectionate care were enabled to go out to work and so supplement the 
inadequate earnings of their young husbands. One of the commonest 
practices was for elderly members of a household to act as sitters-in while 
the mother went on a shopping expedition or while the parents went out for 
an evening’s entertainment. Many children found in their elderly relatives 
the most patient of audiences and the most understanding of companions. 
Many parents derived from their own mothers, help and support of the 
most practical kind when their children were ailing. Of all benefits perhaps 
the most fundamental and most lasting in its effects, although not necessarily 
the most obvious, was the consolidation of family loyalties and pride in 
family continuity. 

Examples of the detrimental effects on family life were not lacking, but 
were in the minority. Family tension was found to be contributed to by a 
number of factors including the strain imposed on the mother’s physical 
and emotional reserves and on the family income. ‘Tension was aggravated 
where conflict arose between parents and the elderly in matters relating to 
running of the household and management of the children. Disturbed 
marital relations and unintentional neglect of the children were not infre- 
quent sequelz, with resultant undermining of parental authority. 

All generations not in one household.—The influence of youth and age on 
one another was not limited to families living under one roof. There were 
numerous instances of elderly relatives living ‘next door’, ‘across the street, 
or ‘round the corner’. Many of them spent most of each day in the homes of 
their nearby relatives. Moreover, there were elderly relatives whom distance 
did not deter from paying frequent and often lengthy visits to their younger 
kith and kin. An altogether unexpected finding was the number of children 
who actually lived with or spent the greater part of every day in the nearby 
homes of aged relatives. The explanation differed from case to case, some- 
times being determined by the child’s wishes, sometimes by the desires of a 
lonely grandparent for companionship and sometimes at the instance of 
the parents of large families anxious to ease overcrowded conditions in their 
own homes. There were many examples of the homes of aged relatives 
providing a natural refuge after school hours for children awaiting the 
return of their father and mother home from work. 

The advantages and disadvantages of these various arrangements closely 
resembled those described in connexion with households consisting of 
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several generations, but there was no escaping the fact that among children 
encouraged to live away from home a greater tendency existed for family ties 
and loyalties to be undermined. 
THE CHILD 

The reaction of the child to contact with the aged reflected the response of 
the individual to particular circumstances and especially to human relation- 
ships. In some instances the child was the sole beneficiary or victim; in 
others he experienced benefit or detriment indirectly as a result of changes 
affecting the entire household. Financial aid forthcoming from elderly 
relatives favoured the betterment of standards in the home, and domestic 
help from the same source made for happiness among children by protecting 
the mother from excessive weariness. Mention has already been made of 
the loving, unhurried and understanding companionship given many a 
child by the elderly. There were other benefits from this association of youth 
with age. The companionship enabled youth to see self-effacing kindness 
and generosity in practical form. In many instances this gave rise in the 
young to a spirit of service, to a sense of affectionate respect for the elderly, 
and to an appreciation of the ties of family life in its widest sense. 

Detrimental effects on the child were more varied and more clearly 
defined. Overcrowding accounted for infections contracted by some children, 
and for difficulties in doing homework and getting adequate sleep by others. 
Tension within the household gave rise to uncertainty in the child’s mind. 
Discipline subject to the often inconsistent views of many adults resulted in 
bewilderment. Normal healthy play was often repressed as being too 
boisterous by the elderly. Negativism was encouraged by exacting intolerance 
on the part of the aged insisting on immediate attention to their repeated 
demands. Overindulgence and overprotection on the part of the elderly 
served to undermine a child’s loyalty to his parents and on occasion were 
deliberately employed to alienate a child’s affection for his father or mother. 
Instances were come across of emotionally starved aged relatives betraying 
unbridled possessiveness in their attitude to children in a family. 

By way of contrast the lives of other children were made intolerable by 
undisguised rejection and calculated victimization by elderly individuals 
whose undeserved animosity they had incurred. Not infrequently antipathies 
arose from a child’s resemblance to a mother or father who had not been 
acceptable to the oldest generation. Whilst a first grandchild was especially 
liable to overindulgence he was also exposed to the risk of subsequent rejec- 
tion. This occurred when elderly relatives approaching senility betrayed a 
certain fickleness in the transfer of their affections with consequent hurt to 
children finding themselves out of favour without apparent reason. 

Prolonged intimate association with chronic illness of the aged tended to 
encourage a morbid outlook among older children. Morbidity in most 
disturbing degree was encountered among children whose first experience 
of bereavement was the death of an elderly relative for whom they had 
developed an intense emotional attachment. Sudden death and death follow- 
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ing prolonged physical or mental decline were similar in their effect. 
Incapacitating handicaps in the aged, such as blindness, deafness and 
crippling rheumatoid arthritis, stimulated an excessively protective reaction 
and a precocious sense of responsibility in a high proportion of children 
coming in continuous contact with them. Genuine fear was known by 
several children who were often witnesses of hysterical turns or other 
eccentric forms of behaviour in senile members of a household. Of detri- 
mental effects two call for special mention. Children required, contrary to 
their own wishes, to live away from home with elderly relatives were 
especially prone to behaviour disorders. Of even greater importance children 
committed, whether voluntarily or involuntarily, to prolonged periods spent 
in attending to the needs of the aged were almost invariably deprived of 
adequate opportunities for normal companionship and healthy relaxation. 


THE CHILD IN SPECIAL CIRCUMSTANCES 
The presence of certain circumstances intensified the influence for better 
or worse of contact between youth and age. 

The child deprived of parental care.—Factors contributing to this situation 
included imprisonment of the parents, removal of the parents to a sana- 
torium, inadequacy of both parents, and indulgence in professional prostitu- 
tion by unmarried mothers. In each instance care of the child or children 
was undertaken by elderly relatives and in each case the arrangements were 
successful in providing an adequate substitute home, 

A difficult situation arose when, following death of the mother, children 
were cared for by the maternal grandparents. In these circumstances sug- 
gestions of re-marriage on the part of the father were liable to arouse the 
antagonism of the grandparents who tended to alienate the feelings of the 
children towards their prospective stepmother. 

The child with gross mental defect.—\n a number of instances mothers of 
children with primary amentia were enabled to face the tragedy of dis- 
illusionment by the human understanding, moral support and practical 
help received from their own mothers. This help was especially valuable 
where minimal support was forthcoming from the child’s father. Self- 
sacrificing, if sometimes mistaken, devotion of supreme degree was shown 
by several grandmothers who, regardless of the long-term implications, 
undertook the care of palsied children whose mothers had died. 

The child with chronic incapacitating ailments.—An unexpected finding on 
reviewing our records was the frequency with which children suffering from 
asthma and enuresis and living in households characterized by unrelieved 
nervous tension, acquired confidence of therapeutic value from the calm 
reassuring stability of elderly relatives. The reverse sequence of events was 
also encountered but much less often. 

The child born out of wedlock.—The results of parents providing a home 
for an unmarried mother and her child varied enormously. Many unmarried 
mothers and their children lacked nothing in love, protection, encourage- 
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ment and assistance. Others knew only recrimination and victimization. The 
child was subject to victimization in virtue of being a constant reminder of 
his mother’s undoing. His natural misdemeanours were apt to be interpreted 
as evidence of evil tendencies inherited from his father, and his more way- 
ward activities as evidence of subnormality. Victimization was especially 
harsh where premarital intercourse had been deliberately indulged in with 
the express object of compelling parental agreement to marriage. 

The child of a deserted or divorced parent.—What has been said of the child 
born out of wedlock applies in large measure to the deserted child or the 
child of divorced parents. There is, however, always the possibility that the 
grandparents may vent their resentment on the child. 

The adopted child—Adopted children were not always accepted by the 
parents of the adopters. Rejection of the child could be traced to disapproval 
in principle of adoption or to disappointment in the failure of the adopters 
to perpetuate the family line. There was a tendency to refrain from telling 
the child about his adoption, the child thus being exposed to the risks of 
severe emotional disturbance later in life. 

A situation pregnant with potential difficulties arose when grandparents 
adopted their grandchildren regardless of whether adoption had been 
prompted by illegitimacy, desertion, or death of the parents. Children in 
such circumstances were overprotected and, when orphaned, constantly 
suspected of suffering from the illness from which their father or mother 
had died. Difficulty was experienced by these grandparents in accepting the 
outlook of their adopted children with the approach of adolescence. 


Widowed grandfathers sometimes found themselves in an impossible 
situation when faced with the problems of puberty in their adopted grand- 
daughters. Discipline was liable to be rigidly unenlightened and fostered 
household tension. When there was concealment of the fact of adoption, 
hazardously confusing blood relationships prevailed. 


THE ELDERLY 

The reactions of the elderly were conditioned by the extent to which they 
were in full possession of their faculties, and free from incapacitating handi- 
caps. In general, a greater readiness to tiring and to disturbance by noise 
were natural accompaniments of increasing old age. This natural tendency 
was aggravated when overcrowded accommodation was shared with healthily 
high-spirited young members of a family. Actual conflict between grand- 
parents and grandchildren arose when mothers considered that the rights 
of their children to free expression were of greater importance than 
consideration of the elderly. 

Otherwise the success with which the aged individual became adjusted 
to the constant near presence of youth around was largely determined by his 
or her own temperament. Basically the aged feared, if they did not actually 
experience, loneliness and lack of purpose in life. They sought to establish 
in their own minds and in the minds of their relatives that they still had a 
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useful and at times indispensable function to perform within the family 
circle. Their method of assertion was largely instrumental in determining 
the tenor of resultant human relationships. Harmony was invariably main- 
tained, indeed often promoted, by the grandmother or elderly relative whose 
help was practical but unobtrusive and given only in the presence of need. 
Such restraint did not come easily to others but was often encouraged by 
enabling the grandmother to unburden her grievances on, and confide her 
apprehensions in, the family doctor. A comparable situation was encountered 
in other households where the family doctor, functioning in his capacity of 
‘safety valve’, gave understanding hearing to the difficulties of a mother 
driven to distraction by the overbearing attitude of her husband’s parents. 

Instances of successful integration of age with youth far exceed the 
number of failures, although often not without sacrifice on the part of one 
or several members of a family. Success meant for the aged a sense of 
security, opportunities to satisfy their inborn desire to give, and instinctive 
gratification in witnessing the perpetuation of their families. 


CONCLUSIONS 
At the present time a number of influences are operating which tend to 
increase the impact of youth and age on one another. There are the increas- 
ing proportion of aged in the national population, the tendency for earlier 
marriages, and the inadequacy of housing provisions. A further factor with a 
bearing on the subject is the current biological trend for children to attain 
maturity at an earlier age than hitherto. 

These facts of themselves call for a review of the sociological problem of 
youth and age. Attention has been drawn to the difficulties which arise in a 
minority of households where there is frequent or constant contact between 
the young and the elderly. We would re-emphasize that the occurrence of 
such difficulties in serious form is the rare exception and not the rule. 
Nevertheless a need exists to avoid unnecessarily creating a situation liable 
to favour the occurrence of the exception. Policy with regard to the discharge 
from and admission to geriatric wards and Homes should recognize this 
fact, and calls for the closest of cooperation with the general practitioner 
who is concerned with the welfare of the entire family. A careful appraisal 
should be made of all the circumstances involved before implementing 
arrangements involving the risk of creating a situation contrary to the well- 
being of children, the aged or both. 

Our study has convinced us of the undeniable truth of Dr. J. H. Sheldon’s 
conclusion that—‘on balance . . . so far as the community as a whole is 
concerned the old people are giving the younger generation almost as much 
as they are receiving’. 

It is a pleasure to acknowledge the assistance which has been received from 
Professor D. B. Bradshaw, Department of Preventive Medicine and Public Health; 
Mrs. M. Owen and Miss E. M. Bond, Department of Pediatrics and Child Health; 
Mrs. K. Watson, S.R.N., S.C.M., Leeds County Borough, and Miss B. S. Smith, 


S.R.N., S.C.M., West Riding County Council. They do not necessarily, however, 
share the views expressed in this article. 





CORONARY THROMBOSIS IN 
BUSINESS EXECUTIVES 


By H. BERIC WRIGHT, M.B., F.R.C.S. 
Director, Medical Research Unit, The Institute of Directors 


STREss, coronary thrombosis and the business man’s way of life are ali 
popular topics of conversation and consideration in lay and medical circles 
at the present time. Unfortunately all three themes are so charged with 
emotion, and so confused are the attempts at rationalization, that any effort 
at constructive synthesis tends to become either irrelevant or personal 
reminiscence. There is also an unfortunate tendency for discussion to drift 
off at a tangent, comparing stress in different groups of workers: e.g. steel 
erectors and business executives. Such a vital problem must be considered 
rationally, objectively and without bias. ‘To facilitate this, a hypothesis is 
suggested as an acceptable working basis for both thought and preventive 
action. Even if this explanation proves incorrect in this occupational group, 
it will have served its purpose if it does no more than stimulate its own 
relegation to a back shelf in the library. 


LACK OF BASIC DATA 


The first problem to be faced is that there are no statistics referring directly 


to directors and business men. Nor are these likely to be easily come by, for 
two basic reasons. In the first place, as the Registrar General found as a 
result of his 1951 census of occupations, for every 100 men who gave their 
occupation as being a company director, there were 200 whose surviving 
dependants regarded them as having been directors when they died. 
Secondly, there is no clear demarcation between the director, the manager 
and the full-time executive. This is well demonstrated by the way in which 
the professionally qualified man holding a senior industrial job may get into 
the Registrar General’s social class 1, whereas managers are by definition 
in social class II. This lack of a statistical basis for the group is accentuated, 
when trying to sub-divide it, by the difficulty in equating stress, status, and 
responsibility between representatives from large, medium and small or- 
ganizations; or again in trying to compare the industrialist with the civil 
servant. It is likely that the latter, in fact, has great similarities with the 
secure employee in a large industrial corporation. 

For these reasons, it is unlikely that precise or comparable mortality°or 
morbidity figures for the business community will be available in the useful 
future. Discussion of this problem will therefore have to remain insecurely 
based on impressions and ‘trends’ rather than on proven facts. This makes 
it even more important that it should remain as objective as possible. 
June 1960. Vol, 184 (765) 
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A MULTIPLICITY OF CAUSES 

At the present time, clinical impression among doctors and experience of 
the natural history of their colleagues among business men, is increasingly 
focusing attention on the incidence of coronary thrombosis in the executive 
group. Because there seem to be sufficient a priori grounds for considering 
coronary thrombosis as an occupational hazard in these people, it was 
thought worth while to promulgate the following hypothesis as a guide to 
thought and preventive action. 

As with cancer and rheumatism, it is popular at present to search for a 
‘cause’ for coronary thrombosis, when in fact it should be apparent to the 
uncommitted that a number of factors will ultimately be shown to contribute 
towards its etiology. It is a biological fact worth emphasizing that the chain 
of cause and effect in any disease condition or behaviour pattern is usually 
made up of different sized and shaped links which behave differently under 
varying conditions. ‘Thus, in all today’s unsolved problems—rheumatism, 
peptic ulcer, hypertension, coronary thrombosis—there are several links in 
the chain, including the personality of the individual, which largely deter- 
mine both cause and effect. In coronary thrombosis, for instance, apart from 
personal and genetic factors, possibilities such as the animal fat content of 
the diet, blood cholesterol, obesity, alcohol and tobacco consumption, exer- 
cise, blood pressure, steroid hormones and, of course, stress, all appear to 
have their emotionally committed and devoted supporters. 


THE SUSCEPTIBILITY OF THE EXECUTIVE 

What is not generally realized or emphasized is that the business man, 
because of his life and habits, is the one person in whom all these factors 
could operate maximally. The executive tends to be stressed, overworked 
and run down. He is, on the whole, far too sedentary, takes in far more 
proteins and calories than he needs and consequently tends to be over- 
weight. Additionally, he is in a group which probably has the highest indi- 
vidual consumption of alcohol and tobacco. 

If this synthesis is adopted as a working hypothesis, it follows that the 
incidence of coronary thrombosis is high not from a single cause, but 
because as a group they lead the kind of life which results in the maximum 
impact of most of the known causative factors. Whatever may be the 
mechanism by which thrombosis of these particular vessels is mediated— 
and it must presumably be something which affects, entirely locally, vessel 
wall and blood coagulability—the mechanism in the business executive 
group would seem to be under extreme stimulation. Another advantage of 
this thesis is that it additionally provides a framework for a preventive pro- 
gramme which, in fact, if it succeeded in appreciably lowering the incidence 
of coronary thrombosis, would prove or disprove the whole thesis. In this 
respect it should be emphasized that stress is only one of several conditions 
that may contribute to coronary thrombosis. As such, it should not be 
‘over-stressed’ as a causative factor. 
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THE IMPORTANCE OF STRESS 
Having made this point, and because stress at the moment is such a popular 
etiological agent in so many conditions, it is justifiable to consider in a 
little more detail how it might act in coronary thrombosis. 

The mechanism by which failure to adapt successfully—and this is the 
basis of a stress condition—can cause a seemingly organic upset like mi- 
graine, an asthmatic attack, dysmenorrhea or a peptic ulcer, has not yet 
been successfully explained. But that emotional conditions can influence 
behaviour is amply demonstrated by blushing, Hambling’s demonstration 
of the emotional control of blood pressure (1955), the delayed onset of 
menstruation, and alopecia. It is thus presumably reasonable to assume that 
stress could play a part in the so-called stress conditions, which have so far 
defied etiological explanation on other grounds. 

Itis further worth noting that stress, or psychosomatically generated ten- 
sion, often seems to manifest itself by local spasm in one system. In this 
way asthma, migraine, dysmenorrhea and abdominal pain in children are 
all characterized by spasm. It is not beyond the bounds of probability that 
stress could act similarly on the coronary vessels. If these are already 
diseased in the flabby heart of an obese individual whose intake of alcohol 
and nicotine is high, whose blood pressure is raised, and whose blood is 
on the verge of clotting, it is not difficult to see how thrombosis might occur. 

Another point about stress (and its determinants, personality and be- 
haviour) which receives far too little emphasis, is that it is intimately linked 
with, and in fact controls, other seemingly thrombogenic factors such as 
smoking, drinking, weight and exercise. This is, of course, a further strong 
argument in favour of not trying to isolate the factors individually, but to 
consider the man and his way of life as a totality. If, for example, stress 
is linked in this way with smoking and drinking, it makes a psychosomatic 
explanation of the problem more reasonable. It also supports the prophy- 
lactic suggestion that the best line of attack may well be the group’s whole 
way of life or behaviour pattern. 

Thus, it is possible to see how stress and all that it implies could act 
in much the same way as does the pituitary as a controlling mechanism 
for an integrated group of other equally important factors. This approach 
might also be used to explain why other groups of people, such as manual 
workers who are also subjected to stress, may well show either fewer or 
different symptoms. In this respect it is worth noting that, although degrees 
of stress to which groups or individuals are subjected cannot yet be either 
measured or equated, stress is something which acts on an individual rather 
than a group. Famines, war and disaster, acting generally, produce group 
solidarity. Pathological stress is the result of the individual failing to adapt 
to his environment. It is possible that this is a phenomenon which does in 
fact occur to a greater degree in the business man than in the manual 
worker—except perhaps the man who refuses to join the Union. A feature 
of the ‘ordinary man’ is that he is not on the whole ambitious or anxious 
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to change his way of life. Individually then he may, because of this, turn 
out to be less stressed. This would seem reasonable and rational; the more 
difficult problem about stress is to explain why, in a given individual, it 
takes one form and not another: i.e. why coronary thrombosis and not 
migraine or peptic ulcer? 
STRESS AND SPASM 

The supposition that stress might act in this way by causing local spasm, 
is given support by a recent private communication from an ophthalmologist 
(Green, 1959). With special training the state or deterioration of the cardio- 
vascular system can be accurately assessed by retinoscopy. Examination of 
patients, especially those in the younger age-group, recovering from 
coronary thrombosis, shows that the cardiovascular system, at any rate as 
demonstrated retinally, is often surprisingly normal. Similarly there is 
another group of cases in which vascular pathology is confined to the retinal 
vessels. Thus, supporting the suggestion that the coronary thrombosis is a 
purely local phenomenon in this type of case, and probably quite different 
from what it is in the athero- and arterio-sclerotic older man, in whom 
coronary thrombosis is a local manifestation of a generalized disease. 

Further support for this contention is given by Yater and his colleagues 
(1948) in their description of the hearts of about 450 men between the 
ages of 18 and 39, dying of coronary thrombosis. The disease was found 
to be confined entirely to the coronary vessels. These authors also make 
the point that, although the final blocking or thrombosis of the vessel is a 
precise event, this only happens to a diseased vessel. Thus, attempts to 
relate thrombosis to a single episode in a patient’s life are relatively meaning- 
less when the major factor is not the actual thrombosis but the continuum 
of pathological events leading up to it. 

It is clearly important to determine the time relations of these events and also 
the extent to which theyare reversible orwhen irretrievable harm as been done. 


SUMMARY 
A working hypothesis is advanced which relates stress, environment and 
occupation to the incidence of coronary thrombosis in business men. This 
hypothesis seems particularly relevant because coronary thrombosis is a 
process, and not, as is so often imagined, an event. 

It is hoped that the hypothesis, which is based on a number of factors 
conducing to coronary thrombosis being maximal in business men, will help 
to rationalize thought on this subject, and make it less emotional. 

The hypothesis also provides a useful framework on which a preventive 
programme can be based. With this, organizations or individuals could be 
shown a new way of life which might increase both efficiency and longevity. 
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‘PHOSDRIN’ POISONING 
REPORT OF A CASE 


By EDWARD J. R. ROSSITER, M.R.C.S., L.R.C.P. 


Lately House Physician, Southend-on-Sea General Hospital, Essex 


CONSIDERING the enormous amounts of pesticides used each year sur- 
prisingly few cases of poisoning are reported, although many of the 
substances are potentially dangerous. The manufacturers of these compounds 
always stipulate the precautions to be observed and if these are carried out 
there is little danger. Most cases of poisoning which reach hospital are due 
to disregard of some or all of the precautions. 


PHARMACOLOGY 
‘Phosdrin’ is an organic phosphorus pesticide which may be pharmaco- 
logically classified as one of the synthetic anticholinesterases. ‘The actions 


of these drugs may be divided into three groups: 

(1) Muscarine-like symptoms of anorexia, nausea and vomiting, profuse 
sweating and salivation. When more severe, the patient becomes pale and 
incontinent and may develop acute left ventricular failure. 

(2) Stimulation of the central nervous system causes headache, giddiness, 
restlessness and apprehension. When more severe, ataxia and tremor develop 
and this may pass into coma and convulsions. 

(3) The nicotinic effects are muscular twitchings and weakness of volun- 
tary muscles. Twitchings are first seen in the eyelids, tongue and facial 
muscles and muscular weakness may be severe enough to cause respiratory 
paralysis. 

Atropine is a specific antidote for the first and second group of actions 
and should be given in a dose of 1 to 2 mg. subcutaneously every hour until 
the symptoms are relieved. Atropine has no effect on the nicotinic actions 
and, since the respiratory muscles may be affected, the patients should be 
admitted to hospital, where facilities exist for artificial respiration, as 
intubation or tracheotomy may be required. 


CASE REPORT 
The patient, a previously healthy man aged 30, was employed by a large firm of 
crop sprayers and used ‘phosdrin’ for the first time on July 4, when he sprayed from 
08.00 hours until 13.30 hours. About one-and-a-half hours later he felt a little giddy 
but this passed off before he went to bed. On July 8 he sprayed for four hours and 
felt no ill effect. On July 14 he again sprayed for four hours in the afternoon. The 
next morning he opened the tank lid for cleaning purposes. ‘Phosdrin’ is very 
volatile and the patient was not wearing any facial protection so he must have 
inhaled a considerable amount of vapour. Some minutes later he felt weak and 
vomited. At this point he was sent to hospital where he was seen in the casualty 
department and given 2 mg. of atropine sulphate subcutaneously. There were no 
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abnormal physical signs and after being allowed to rest for some hours he was sent 
home. That afternoon he felt quite well and again sprayed with ‘phosdrin’ for about 
three-quarters of an hour. 

During the next few days he felt off-colour and weak. He vomited on several 
occasions and often felt giddy after mild exertion. On July 21, he handled clothing 
which he had last worn when spraying with ‘phosdrin’. Four hours later he was said 
to have collapsed and, although experiments indicate that ‘phosdrin’ hydrolyses 
rapidly, the possibility of residual contamination cannot be excluded. The next 
morning he came into hospital. He looked well and was not anemic. His pulse was 
60 per minute and regular, and the blood pressure 120/65 mm. Hg. Lungs, abdomen 
and central nervous system were all normal. At this time his serum acetyl cholin- 
esterase was 10 units by the Michel method (normal: 50 to 120 units). He was 
treated in hospital with subcutaneous atropine, 2 mg. twice daily, and was symptom 
free at the end of one week, when his serum acetyl cholinesterase was 20 units. He 
was allowed to go home but not back to work. 

On August 18, he felt quite fit and his serum acetyl cholinesterase had risen to 
100 units. He was then allowed to go back to work. On September 12, he was seen 
again and complained only of slight weakness on severe exertion. His serum acetyl 
cholinesterase was done by the Warburg method and found to be 115.9 (normal: 
51 to 128 units). The red-cell cholinesterase was also done by the Warburg method 
and found to be 74.2 (normal: 75 to 142 units). On November 18, these estimations 
were again repeated by the Warburg method when the patient was quite fit. The 
serum level was 124.3 units and the red-cell level 112.6 units. As these values were 
considered to be normal and the patient was symptom free, he was discharged. 


SUMMARY 
A case is reported of poisoning with ‘phosdrin’, a synthetic anticholin- 
esterase of the organic phosphorus group of compounds. 
It is pointed out that atropine counteracts the muscarine-like and central 
effects of the drug, but there is no antidote for the nicotine-like effects. 


The patients should always be admitted to hospital in case respiratory 
paralysis occurs. 

The best guide to progress is estimation of the red-cell cholinesterase 
as this is the last to return to normal. 


I should like to thank Dr. T. Rowland Hill for permission to publish this case 
and for his kind advice. I should also like to thank Mr. Perryman and Dr. E. N. 
Allott for cholinesterase estimations, and Dr. P. L. Bidstrup for helpful criticisms. 
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EXPLORING WILL WE GO 
SOME NOTES ON AN EXPEDITION TO LABRADOR 


By JOHN B. DAWSON, B.M., M.R.C.P.Eb. 


Department of Microbiology, John Curtin School of Medical Research, 
Australian National University, Canberra 
Formerly Department of Medicine, University of Edinburgh 


THIs contribution arose from my good fortune in being chosen as one of the 
two doctors to accompany the British Schools Exploring Society expedition 
to Labrador for seven weeks in the summer of 1958. This expedition con- 
sisted of 63 boys between the ages of seventeen and twenty-one, who were 
in the charge of twelve adult leaders. 

Adequate forethought for good preventive medicine was my guiding 
principle. When this failed in the field, I used immediate and intensive 


Each wooden sledging box contains rations for 20 man/days: 


10 x 2-man/day polythene packs 
2 x additional ‘comfort’ packs 
x 10-ounce vacuum packs of butter 
8 x 4-ounce packets plain biscuits Whole contents enclosed in large 
8 x 4-ounce packets wholemeal biscuits ; polythene case liner 
1 x g-ounce packet Pumpernickel slices 
I x g-ounce packet rye slices 
I x 2-ounce tube Marmite 
Reading matter 


Contents of each 2-man/day polythene pack:— 


Spray-dried full-cream milk powder packets of 2 ounces 
Pascall Court fruit drops packet ,, 2 
Horlicks sweetened drinking chocolate ef 2 
Quick Quaker cooking oats packets ,, 
Colman’s instant potato powder packet 
Soup-a-shake instant soup powder packets ,, 
Tea powder packet 
Curry powder 

Salt ” ” - 
Sugar (lump) packets ,, 3 ounces 

Meat bar x 6-ounce bars 

Cheese spread packets of 1 ounce 
Nescafé sachets of yyth ounce each 
Horlicks glucose lemon drink powder packets of 1 ounce 


2 ‘comfort’ packs each containing: 


Chocolate 2 x 2-ounce bars =4 ounces 
Dehydrated fruit bars 1 x $-ounce =4 ounce 
Toilet paper 


Tasie 1.—Medical Research Council sledging rations, 1958. 


therapy before further deterioration could occur. Thus, I used powerful 
antibiotics to treat infections on indications quite insufficient to justify 
their use under National Health Service conditions in Britain. 
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BASIC FOOD REQUIREMENTS 

The basic requirements of an exploring ration are that it should be high in 
calorific value with a high fat content, and complete in all essential com- 
ponents, ¢.g. vitamins. It should contain both savoury and sweet variants 
to make it as attractive as possible, and yet be able to be eaten raw if 
necessary. In addition, it must be of minimum weight and bulk, easily 
portable and packable, and fully resistant to deterioration. ‘The present 
sledging ration suggested by the Medical Research Council is given in 
table I, which should be studied in conjunction with the ‘Notes on “Sledg- 
ing Rations”’’ and ‘Additional Suggestions’ given below. 


NOTES ON ‘SLEDGING RATIONS’ 
Plastic bags are difficult to tear open. Slit with a knife 


Meat bar will be a selection of the following varieties: 
Dehydrated beef 

beef and pork 

veal and ham 

steak and kidney 

at curried beef and rice 
Directions for use are on the packet. 

‘Soup-a-Shake’ Instant Soup Powders.—These need only to be dissolved in hot 


water, no cooking is necessary. There will be a selection of four varieties: pea, 
celery, tomato and oxtail. 


Cheese spread.—Each 2-man/day pack will contain 1 x 1-ounce packet of each of 
two varieties: cheese and onion, cheese and tomato. Hint: cut across packet (not 
right through) and peel cheese away from foil. 


Dehydrated fruit bars.—These can be eaten dry, cooked in water for five minutes, 
or soaked overnight for consumption next morning. If a solution is allowed to 
freeze, it produces a palatable ‘water ice’. There are four varieties :— 


Apple and sugar 
Apple, lemon and sugar 
Apple, orange and sugar 
Apple, grapefruit and sugar 
Cooking oats.—This requires only a few minutes boiling with about 14 pints of 
water or milk. Under-cooked porridge is not harmful and might even suit individual 


palates. In order to prevent the feeling of hunger two or three hours after breakfast, 
add some butter to the porridge which will help the stomach to retain it longer. 


Tea powder.—This tea extract is immediately soluble in hot water, about half a 
teaspoonful of the powder making a large cup. 


Pumpernickel and rye slices—These are traditional continental breads introduced 
for the first time into British polar rations. Because of compression during packaging 
the individual slices may need separating with a flat knife. 
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ADDITIONAL SUGGESTIONS 
From experience we found the following additions useful :— 
Equipment for water preparation (drinking) 
Vitamin C (ascorbic acid tablets) 
Dehydrated foods; Cabbage 
Pea powder 
Carrots 
Onions Objained from: 
Mushrooms > F.M.S. (Farm Supplies) Ltd., 
Potatoes Cereal House, 58 Mark Lane, London, E.C.3. 
Rice 
(Soak the ration of dehydrated foods during the day in a polythene bag in pre- 
paration for the evening meal.) 


‘Swel’ 


Heinz self-heating soups (provide $ pint of hot soup in 1 minute) 

Knorr Swiss soups (packeted in foil) 

Bovril, Oxo, Marmite, in tubes 

White or coloured chocolate, chewing gum, toffees 

Raisins, dates, dried bananas 

Jams 

Nestlé’s milk in tubes 

‘Kendalmint’ (sugar bar) 

Saccharin 

Medical ‘comforts’: e.g. whisky 

The Medical Research Council, in conjunction with the Metal Box Com- 
pany and Horlicks Ltd., are at present investigating the use of new materials, 
such as metal foil and polythene, with respect to their packing and preserving 
qualities. This should ultimately do away with such things as tins, which 
may be left open for long periods and thus permit food deterioration, present 
dangerous cutting edges, necessitate the carrying of much useless dead 
weight, and utilize valuable space unnecessarily. 

It must be emphasized that food is to be eaten as issued, and that the 
vitamin supplements, such as ascorbic acid tablets and Marmite, are not just 
medical peculiarities. This is a vital point which is often not obvious to 
the layman. For example, on our expedition, one of the leaders, an intelligent 
officer, accidentally dropped the whole of his troop’s vitamin C supply while 
on the march, and did not think it worthy of mention until some three weeks 
later. The ‘marching’ rations provided for us, assuming the M.R.C. levels to 
be applicable, were quite insufficient to maintain balance in growing boys, 
often moving on foot, through water, with an associated high heat loss, and 
carrying loads of over 70 pounds (32 kg.) but, when training in leadership is 
the main objective, an experience of hunger is in itself a most valuable con- 
tribution, and no doubt the consideration of this aspect determines to some 
extent the policy of the British Schools Exploring Society. Our pangs of 
hunger, however, were short-lived, being relieved by the ‘base camp’ rations 
which awaited our return from the trail. 

We found that the first reaction to insufficient food was the reduction 
of our critical faculties, an obvious failing on a scientific expedition. After 
this we felt disinclined to do much and became testy and bad-tempered, a 
state which progressed exponentially to a one-track state of mind, in which 
some would harp on a trivial pain, and others on the lack of food. This, of 
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course, would be an impossible situation for men forced to live in confined 
quarters and dependent upon each other for everything, life included. 


GENERAL EQUIPMENT 
I feel very strongly that the doctor should have a say in the provision of the 
everyday camp equipment and that he should know how to use it himself. If 
tents leak, or cooking utensils get fouled up, or there is insufficient lavatory 
paper, he is the one who will have to treat the victims. He must therefore 


Contained in the Bergan rucksack 


A suitable tent 
Groundsheet 
Hatchet 
Primus: 
Petrol type with prickers 
Fusees (for lighting fires in rain) 
Food 
Tin opener (‘Jiffy’) 
‘Billy-can’ set 
Mug, plate, knife, fork and spoon set with 
clip 


Terylene sleeping bag with polythene con- 
tainer—a cotton liner— mosquito net 

Torch (‘Vidor’ plastic —12s. 6d.) 

Pocket knife—Swiss army type 

Hand compass—‘Silva’ 

Maps 

Whistle (plastic and small) 

Something to read 

‘See-Esta’ inflatable rubber mattress 

Light nylon line—z2o feet 


To be worn or kept in base camp 


Kitbags with handles and combination 
locks 

Windproof jacket with hood 

Khaki drill trousers—with buttons (no 
zips) 

Good leather belt with good buckle 

Waterproof covering (cape)—suggest sili- 
conized terylene 

Boots—light ‘Boucheron’ or heavy climb- 
ing types 

Plastic insoles for boots 
(ss. od.) from Merelex Ltd. 

Old hat with brim or Balaclava helmet 

Gloves and mitts with ribbon attachments 
to clothes 

Gym shoes—bootee type 

Athletic track suit for sleeping 


‘Brilliant’ 


Toilet articles and shaver: 
Rolls safety razor 
Viceroy flywheel type 
Phillips electrical (battery) 

Shorts, shirts, socks, pants, string vests, 
sweaters, blue jeans, pullovers, a scarf 
and handkerchiefs. 

Small bath towels (also convenient for 
putting around the neck in rain) 

Diary 

Passport, insurance forms for health, 
clothes and gear—all in polythene en- 
velopes 

Cameras, fishing tackle and guns 

Screwtop plastic containers for salt and 
foot powders 

Polythene bags 

Sewing outfit (Hussif) and polythene 
packet of ‘Bandaids’ 


TaB_e IJ.—Clothes and gear 


ensure that all cooking utensils are made of strong aluminium with good 
seams and rounded corners, and are not of cheaper tinplate (this will mean a 
slight increase in expense, but is fully justified). Tents must be tough, water- 
proof and of a reasonable size and, if necessary, they must be equipped with 
mosquito nets, arctic groundsheets and have a protected fore-part for cook- 
ing. The list of clothes we took, plus a few additions, is given in table II, 
and was arrived at in consultation with the chief leader, and given to each 
applicant with advice as to where the articles could be purchased. 


PERSONAL EQUIPMENT 
If equipment is to be carried on the back (fig. 1), the new Bergan rucksacks 
(fig. 2, table II), although expensive, are well worth the money. They are 
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designed to carry the weight high on the shoulders and have a light metal 
frame bent so that the whole will stand vertically when resting on the ground. 
They have countless side pockets for snacks on the march and for compasses 
and so on, and a map pocket in the top flap. Felt shoulder-pads for this ruck- 
sack are obtainable and well worth buying. Our boys were also supplied 
with ‘man pack carriers’ (fig. 3) developed for the Commandos and used in 
Malaya. Fundamen- 
tally these are alu- 
minium frames with 
straps and are first- 
class for carrying tins, 
radios, and other square 
boxes, but are not much 
use for personal kit. 

My kit included 
rucksack, tent, axe, 
whistle, compass, 
sleeping bag, ground- 
sheet, eating utensils, a 
petrol cooking stove, 
torch, fusees, food, a 
nylon line and a set of 
maps of my own, so 
that I was independent 
of general camp equip- 
ment in case I had to 
travel with one com- 
panion (never alone) 
to an outlying group 
of boys, or had to be 
left with a patient for 
a day or two in the 
bush, as did in fact 
occur. 

ROUTINE 
ARRANGEMENTS 
We soon came toa prae- 
tical agreement about 
routines relating toaxes, 
guns, boats, tides, nightfall, and so on, and hammeredhome the point that one 
man should never be allowed to do anything alone, no matter what it was, at a 
distance of more than fifty yards from the main camp site. It was a strict 
rule that some form of itinerary was left at base camp when a party went 
out on its own and this included rough details of where the unit hoped to 
travel, and at roughly what time it expected to return. It was insisted that, 


(By courtesy of Lillywhites Ltd.) 


Fic. 2.—The Bergan rucksack 
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should a man become detached from his unit, his immediate reaction must 
be to make himself comfortable near water, and to stay put until he was 
found. As a practical rider to this, steps were taken to ensure that no one 
man’s rucksack contained all the food. Further, should intravenous fluids 
be taken, it was made certain that the components were sensibly divided 
among several men to prevent a situation in which one man falls over a 


(By courtesy of the Director-General, Army Medical Services) 


Fic. 3.—The ‘man pack carrier’ 


cliff-edge with all the drip sets. While on the march, or away from base 
camp, no man was ever allowed to be without his basic camp equipment, 
which included torch, whistle, food, maps, knives and compass. It was 
explained, quite dogmatically, that each exploratory excursion from base 
camp was to be restricted to the abilities of its weakest member, and that 
heroic risks were forbidden. It is particularly important to emphasize this 
latter aspect when dealing with the exploring type of mentality which is, 
by nature, rather more adventurous than the average—an attitude that was 
only too evident in our boys in the gay abandon with which they leapt 
about cliffs, regardless of the fact that a three-day march separated them 
from emergency help! 

In the event of an accident occurring in the field in the absence of a 
doctor, the instructions were that the remainder should move the patient 
to shelter at once, make him comfortable and give him any relevant first-aid, 
conserve his body-heat or get him cool as the case might be, undo any 





EXPLORING WILL WE GO 777 


constrictive clothing, pull off his boots and pack his feet into his rucksack, 
cover his head and never give him alcohol. Finally, make him secure so that 
he cannot roll about, and get a good map or geographical reference of the 
place before going for further help. It must be axiomatic that whenever 
a calamity occurs, life comes before science. 


LIAISON WITH LOCAL DOCTORS 
We had superb cooperation from Dr. Paddon and his staff at the North West 
River Grenfell Mission at all times and, in addition, we maintained a twice- 
daily routine radio contact with them. This radio link was a great mental 
relief to those responsible for the expedition and it also eased the minds 
of parents and friends to know that, should a crisis arise, some form of 
contact was possible. Consideration for the relatives at home is important 


in the smooth running of an expedition. 

Liaison with the local inhabitants is useful, and we learned much from 
dropping in on them. This practice is not only great fun, but one soon gained 
useful hints from observing their mode of life and transport. During the 
friendly conversation which followed, we proffered our medical services 
within reason, and generally encouraged good will. We found repeatedly 
that any little help that we were able to give, such as the treating of a 
breast abscess in the wife of one of the locals, or the settling of an attack 
of diarrhoea and vomiting in an eighteen-month-old infant living in a nearby 
hut, was more than fully repaid when we ourselves ran into trouble. 


ILLNESSES AND ACCIDENTS 

The first of our medical surprises was our experience with flies. We had 
rather underestimated this problem and needed a lot of help and advice soon 
after our arrival. ‘lo help us in our difficulty, we were given further supplies 
of antihistamines, the Royal Canadian Air Force came and sprayed the 
vicinity of the camp, and we received a lot of local advice. Many of the boys 
reacted violently to the intoxication of repeated fly bites, some by tempera- 
tures up to 105° F. (40.5° C.), others developed enlarged neck glands which 
made their ears stick out like those of African elephants, whilst diarrheea, 
violent headache and odd joint pains all added to the troubles of settling in. 
Dr. Learoyd in his excellent article (1949) mentions the ‘tenderfoot syn- 
irome’, and we found this a very real entity which lasted for the four days 
or so following our arrival. He believes that it represents the adaptation 
of the body and mind to unusual surroundings, and this, to me, is a very 
rational explanation. 

I soon found that small skin lesions were to be my chief difficulty, and the 
best approach was to treat them early with a relatively large, and completely 
occlusive dressing of ‘elastoplast’, which would withstand the daily routine of 
work. This was removed each night and the wound remained uncovered, 
warm and dry in the sleeping bag, until it was redressed in the morning. 

It was soon after our arrival that one or two of our boys and I developed 
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a crop of Staphylococcus aureus skin pustules, to which my first reaction was 
‘watch and treat locally’. However, I was wisely counselled by Dr. Paddon 
to use a full course of oral chlortetracycline immediately, as his experience 
had shown that these lesions tended to spread very quickly and to cause 
much local tissue destruction under the conditions of The Labrador. This 
was the basis for my policy of using intensive and immediate therapy, a 
course which subsequently stood me in good stead. 

Certain troubles attacked the boys on the trail itself. One or two ex- 
perienced a severe temporary conjunctivitis caused by pine tree sap while on 
trail-blazing duties. Some other boys, mainly those of lanky build, developed 
palsies of the brachial plexus when carrying heavy loads on the ‘man pack 
carriers’, and one boy had an apparent variant of this with pain and par- 
zsthesia over the lateral aspect of his right thigh while using the same type 
of carrier. 

Quite a few members, both boys and leaders, experienced a curious 
polyuria and nocturia of quite considerable proportions, but nothing serious 
seemed to follow from it, except a disturbance of sleep. Incidentally the 
importance of sound sleep should never be forgotten by the doctor, who 
should, if possible, question each member daily on this subject, and at the 
same time watch for any signs of insufficient sleep. 

My fellow-doctor and I considered ourselves very fortunate in the small 
number, and the relatively minor degree, of the medical troubles we 
experienced. The worst were two slashes, one with a hatchet into the ankle, 
and the other with a kukri into the wrist, both of which occurred on the 
trail. This type of wound can largely be prevented by instruction in the 
correct use and maintenance of these tools. I was able to treat both of these 
on the spot, using sutures with atraumatic needles in snapping ampoules 
(equipment which became part of my emergency pack), after a satisfactory 
cleansing of the wounds. In both cases the wound healed satisfactorily. 

It gives me great pleasure to express my gratitude to the British Schools 
Exploring Society and Sir Stanley Davidson for the experience of Labrador, which 
stimulated this article. A close second to this comes my appreciation of all the help 
and information so generously offered that I received from many quarters, especially 
that of the consultant and professorial staff of the Edinburgh medical fraternity. 
Finally, I must mention Dr. S. H. Davies of the Department of Medicine. 


Reference 

Learoyd, C. G. (1949): The Practitioner, 162, 396. 

Editorial footnote.—Readers who would like to have a copy of the full report, upon 
which this article is based, together with extended lists suggesting equipment which 
might be required on various types of expedition, can obtain this from the author 
at his Canberra address. 
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SMALL VENTRAL HERNIAS IN CHILDREN 


By B. H. PENTNEY, M.R.C.S., L.R.C.P. 
Peckham, London, S.E.15 


DouBTLEss many practitioners have been worried about children with 
abdominal pain for which there was at first no obvious cause. This recurring 
problem has been carefully studied in our practice and among the many 
causes it has been shown that in 40 cases the symptoms were due to very 
small mid-line hernias. These patients have been observed over the past 
six years. 
SYMPTOMS 

The child, usually between two and seven years, complained of intermittent 
abdominal pain, commonly occurring in the mornings and after food, 
usually when sitting upright or standing. It was not a severe pain but was 
occasionally associated with nausea and vomiting. The cooperative patients, 
even when quite young, often accurately pointed out the site of the hernia 
and area from which the pain was arising. 


PHYSICAL SIGNS 

Most commonly when the child was brought for consultation there were no 
symptoms, and superficial observation showed no abnormality. Careful 
inspection and observation of the abdomen, however, particularly of the 
mid-line and umbilicus, almost invariably showed some irregularity. 
Viewed standing, and in an oblique light, the protrusion was noticed as a 
smooth oval elevation along the mid-line in the epigastrium, or at the margin 
of the umbilicus. To the palpating finger was revealed quite clearly a small 
hiatus in the continuity of the tough tissue, or a beady protrusion. The 
defect was almost always well defined, and if an attack of pain had occurred 
recently the localized area was tender and the patient usually confirmed it 
to be the site and origin of his pain. 


DIFFERENTIAL DIAGNOSIS 
In this series the diagnosis was made on a careful history, examination and 
observation over a period of time. Clinical diagnosis is often difficult and 
appendicitis is the most important condition to be excluded. Gastro- 
enteritis and colicky pain from dietary indiscretion or constipation often 
lead to confusion. These conditions often give rise to similar bouts of dis- 
comfort, but there is rarely the same accurate localization of the pain. In 
cases of pain differentiation from purely psychological causes is always 
difficult and largely depends upon knowledge of the patient, the relatives 
and family surroundings, and the cooperation that can be expected from the 
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patient. There is possibly some help to be obtained from the site of the pain, 
for in those of psychological cause it is almost always referred vaguely to the 
umbilical region, whereas in epigastric hernias it is usually localized ac- 
curately at the margin of the umbilicus or above this level. 


CLASSIFICATION AND COURSE 
In this series of 40 patients three types of hernia were easily identified: 

(1) Those strictly epigastric. 

(2) Those at the margin of the umbilicus. 

(3) Those through the umbilicus itself. 

Three patients came to operation because of pain; another was explored 
as a case of acute appendicitis and the true diagnosis of a small hernia con- 
firmed. Operative findings confirmed that the protrusion was a knot of 
extra-peritoneal fat in two cases, and in another there was also a small 
protrusion of peritoneum. The remaining patients have been seen at inter- 
vals of six months or a year. Excluding lost contacts it was only possible to 
check 33 of these at regular intervals over a period of six years, and the 
following observations were made: 

ist 2nd 3rd 4th 5th 6th 
year vear year year year year 

(1) Those experiencing pain and 

showing physical signs .. 21 

(2) Those with physical signs 

only 


(3) Those with no symptoms or 
signs 


17 


These figures clearly support the clinical impression that most of the 
small hernias giving rise to symptoms resolve spontaneously in two to 
four years. 

TREATMENT 
At the onset of the attack of pain the patient should lie flat with the knees 
drawn up and the head on a pillow to relax tension on the linea alba. The 
relief of the symptoms is usually speedy though not dramatic. The use of 
trusses, belts or strapping is not advised. Operation should be considered if 
the symptoms are severe or do not respond to rest or advancement in years. 


DISCUSSION 

Epigastric hernias and para-umbilical hernias are acquired and in my opinion 
occur in relation to muscular effort and posture. They appear at about the 
age of two and would therefore seem to be related to altered pressures and 
strains during growth and development from crawling to walking. It was 
noted in three of the cases that the child also suffered from asthma. 

There can be little doubt that the umbilical hernias in this series were of 
congenital origin: a group of hernias which rarely give rise to symptoms. 
The observations in this series entirely support the findings of Woods (1953). 
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All these small hernias have a tough collar of fibrous tissue (Denis Browne, 
1952), which may be complete or incomplete. It has been said that pro- 
trusion occurs beside tiny openings in the linea alba which normally carry 
vessels and nerves (Peters and Nesselrode, 1945). From this series it seems 
clear that most of these small hernias disappear with time and development. 


SUMMARY 

A series of 40 cases of intermittent abdominal pain in children is reported, 
in which the pain was found to be due to mid-line hernias, and these were 
observed over a period of six years. 

They were considered to be related to stresses in development while 
achieving the upright position and walking. 

Regression was spontaneous in most cases. 

Treatment of the pain consisted of resting the patient without tension on 
the linea alba. 

I should like to express my thanks to my partners for their patience and coopera- 
tion, and to Mr. S. H. Wass and Dr. P. R. Evans for assistance and encouragement. 
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MEASLES IN GENERAL PRACTICE 
January—April 1959 


By M. ASHLEY-MILLER, B.M., B.Cu., D.Osst.R.C.O.G. 


Flight Lieutenant, Royal Air Force 


AND D. M. FANNING, M.B., B.S. 


Squadron Leader, Royal Air Force 


From January to April, 1959, 119 children living in houses and caravans 
in the neighbourhood of a Royal Air Force Station contracted measles, and 
it was noted that the clinical picture was not entirely what might be expected 
from reading the standard textbooks. It is presumed that the published 
accounts of measles, such as those of Harries and Mitman (1951) and 
Armstrong (1950), are mostly based on the illness as seen in hospital. Our 
observations, made in general practice, are therefore presented for com- 
parison, along with an account of the management of the children in 
their homes. 
EPIDEMIOLOGY 

The station lies 8 miles from the nearest large town, but only half-a-mile 
from the local village, whose primary school most of the children attend. 
The married quarters are in three sites approximately a quarter-of-a-mile 
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apart. Two sites total thirty houses each and the third has 108 houses. There 
are four caravan sites varying in size and totalling 40 caravans, these sites 
again being widely separated, and the occupants are mostly young married 
couples with children under three years of age. 

The epidemic started on January 3, 1959, and lasted until April 7, the 
majority of cases (go) occurring in the five weeks from February 4 to March 
8. The outbreak first started among families in the quarters of site 3 and, 





| 
Quarters Caravans 
Site 1 Site 2 Site 3 
(30 houses) | (30 houses) | (108 houses) 40 

No. of children who 

developed measles 17 13 87 2 
No. of susceptible chil- 

dren .. ‘ 28 27 140 29 
Percentage attack rate 60.7 48.1 62.1 7.1 











Tasie I.—Attack rate among susceptible children in different sites (susceptible = 
previous attack of measles). 
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TABLE I1.—Susceptibility of different age-groups to measles. 


despite immediate isolation of the early cases (often in excess of the school 
regulations which appeared to us inadequate), it proved impossible to 
prevent the spread of the disease to other sites. This failure was probably 
due to the continued attendance at school of contacts, since, generally 
speaking, there is little contact betwéen children of different sites. Also, as 
indicated by Nicol (1956), if the proportion of immune children between the 
ages of 5 and 8 falls below 45 per cent., the field is ready for an epidemic. In 
this instance, only 37.6 per cent. of these children had previously had 
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measles, The ‘attack rate’ among susceptible children is shown in table I; 
the low incidence among children living in caravans is probably due to the 
fact that apart from the two cases recorded, none of the children attended 


school. 
Table II shows the susceptibility of different age-groups to measles. As 
might be expected, this reveals that the three- to eight-year-old children 


Dose of Days after known 
gamma globulin exposure that 
(mg.) measles developed 


Age 


(months) 


10 2 
0 | 
12 | 
61 | 
24 I 
| : | 


Taste IJ1.—Children who developed measles after gamma globulin 
inoculation 


formed the majority of cases (82), and it was noted that these age-groups 
were Clinically the most ill. No attempt was made to isolate members of the 
same family, and in most houses where one case occurred, other susceptible 
children also developed measles. In seven cases, however, a child over 1 year 
old in contact with a case in the same house survived completely unaffected. 


USE OF GAMMA GLOBULIN 

Because of the apparent virulence of the epidemic, and the impossibility of 
effective isolation inside houses, it was decided to inoculate all exposed 
babies aged six months to one year, with the full protective dose of 250 mg. 
of gamma globulin recommended by McDonald and Cockburn (1954). It 
was obviously impracticable and too expensive to inoculate every baby on 
the station, so inoculation was withheld until definite exposure had oc- 
curred. In six cases a brother or sister of the child developed measles, whilst 
in two more cases undoubted exposure occurred when the babies were left 
with neighbours. Two further inoculations were undertaken on two year-old 
children whose susceptibility to recurrent tonsillitis and otitis media was 
well known. One of these received full protection with 250 mg. of gamma 
globulin; in the other case an uncomplicated mild attenuated attack was 
obtained by giving 125 mg. (case 5 in table IIT). 

All ten children were inoculated within forty-eight hours of known 
exposure, and of these, five developed measles (table III), one moderately 
severely, but in no case did complications arise. One further case had all the 
signs and symptoms of measles but developed no rash. It is clear from table 
III that in four cases the children had been incubating the disease for some 
time preceding the inoculation, and were probably exposed to a source 
other than that suspected. Full protection was not obtained with 250 mg. of 
gamma globulin given up to seven days before the rash appeared. 
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CLINICAL PICTURE 

Prodromal phase.—Among the hundred cases in which it could be ascer- 
tained the prodromal phase lasted from one to five days, with an average of 
two days (table IV). This does not include two brothers who had a dry 
cough and were ‘off colour’ for seventeen days before their rashes appeared. 

Twenty-six children were seen before the rash appeared, and in all cases 
the picture was remarkably constant. The onset was sudden, and the 
presentation was of a ‘grizzly’ child with slight fever, rising at night, with a 





Days of ‘ness before appearance 
of rash ° : 4 5 Total 


| Number « of childre n 1 2 : 8 6 100 





Tas_e 1V.—Duration of prodromal phases in 100 cases of measles. 


dry barking cough, and red eyes. This cough was present in the prodromal 
phase in 21 children, and the remaining five developed it the day the rash 
appeared. Bilateral conjunctival injection developed in 23, but it was not 
until later that any cases of purulent conjunctivitis were noted. In spite of 
careful examination, Koplik’s spots were seen in only nine cases. Eight 
children had a sore throat, ranging from a mild pharyngitis to acute tonsil- 
litis, during the prodromal phase, and another seven were noted to have a 
sore throat on the day the rash appeared. 

Exanthematous phase.—During this stage 108 of the children were seen, 
and a full description obtained of two more. The main symptoms were rash 
and fever, with a cough and conjunctivitis persisting from the prodromal 
phase. 

The rash was invariably as classically described, with crops of dark-red 
discrete macules appearing first on the face and behind the ears and spread- 
ing to the trunk, becoming confluent and fading to a coppery hue with some 
desquamation, over the course of four or five days; in one case it became 
purpuric. The temperature in uncomplicated cases rose to about 100°F. 
(37.8°C.) and was normal after the second day. The dry barking cough 
which started before the rash appeared continued to be the most distressing 
symptom, and was noted in all but nine of the children. It persisted after all 
other symptoms and signs had subsided in 59 (53.6 per cent.) of them. It 
was not uncommon to see a child four weeks or more later who was still 
coughing, although clinical examination, and in six of the most persistent 
cases, chest x-rays, showed no abnormality. The red eyes persisted for the 
first day or two of the exanthematous stage, and eight children developed 
purulent conjunctivitis. 

COMPLICATIONS 
The complications met, either singly or combined, were bronchitis and 
broncho-pneumonia, pharyngitis and tonsillitis, conjunctivitis, otitis media, 
and stomatitis. Thirty-nine (35.5 per cent.) of the children had one or more 
additional infections, the commonest being severe bronchitis or broncho- 
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pneumonia. The incidence is shown in table V. Eighteen children had two 


sites of secondary infection. 

The diagnosis of a complication was made on clinical evidence. Broncho- 
pneumonia or bronchitis was diagnosed by the appearance of rales or 
rhonchi, with the cough usually becoming productive. Throat infections 
varied from reddening of the pharynx to frank purulent tonsillitis. ‘Two 
sisters who both had severe broncho-pneumonia developed with it wide- 
spread stomatitis, with superficial ulcers of the buccal mucosa covered with 
white exudation. 

VARIANTS 
For the purposes of this survey, the diagnosis of measles rests on the ap- 
pearance of a rash, but it was noted that 21 children who had neither had 


Percentage of 
Complication No. of children | children with 
measles 


Bronchitis and broncho-pneumonia é 22. 
Pharyngitis and tonsillitis 18 
Purulent conjunctivitis 7 
Stomatitis 1.8 
Otitis media 1 


TABLE \ Incidence of complications in measles 


measles previously, nor been given gamma globulin, had one or more signs 
or symptoms associated with measles during the period of the epidemic, 
but without developing a rash. These varied from a red throat and dry cough 
to every other symptom and sign except the rash. Eight children fell into 
the latter category and were probably the ‘morbilli sine morbillis’ of 
Sydenham. They were all under the age of four. 


MANAGEMENT 
When the child was first seen, a thorough clinical examination was made, 
and usually, if the child did not show any signs of secondary infection, he 
was visited again two days later, and then, if all remained well, he was not 
visited again except by request. If there were any complicating factors the 
child was seen daily until they had resolved. The average number of visits 
per patient was three. 

The uncomplicated case was treated symptomatically, advice being given 
to confine the child to bed while the temperature remained raised. The two 
commonest medicines prescribed were opiate linctus of squill for infants 
B.P.C. for the cough, and ‘hazeline’ drops to relieve the irritation of the eyes. 

Complications were treated as they arose. Apart from those children who 
were given gamma globulin, no prophylactic was given. No one age-group 
appeared to be more susceptible to complications, and the age distribution 
of these was the same as for measles itself. When secondary infection of the 
chest, throat, or ears occurred, a clinical decision was made whether to give 
an antibiotic. Of the 39 children with secondary infections at these sites, 24 
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were given oral phenoxymethylpenicillin in doses of 60 to 120 mg. four- 
hourly for five days. All appeared to respond well, except one child with an 
increasingly severe broncho-pneumonia, whose penicillin was changed after 
two days to oxytetracycline with a good result. The child who presented 
with otitis media at the onset was given chlortetracycline, and improved 
rapidly. It was of interest to note, however, that of 13 children who were 
given penicillin for an acute tonsillitis, eight subsequently developed chest 
infections. 

Of the eight children with purulent conjunctivitis, five were given 10 per 
cent. sulphacetamide eye-drops B.P.C., and one chlortetracycline eye-oint- 
ment, all resolving within a few days. The mouths of both children with 
stomatitis were painted with gentian violet solution with satisfactory results. 


DISCUSSION 
(1) Isolation.—It was felt that failure to prevent this epidemic by isolation 
was due primarily to the continued attendance of children at school. In 
many cases it is desirable that children should get measles, but if for any 
reason it was felt that an epidemic should be curtailed, the only method 
would appear to be closure of the school. 


(2) Protection by gamma globulin.—No conclusion can be drawn as to the 
efficacy of gamma globulin in this small series. Full protection was not 
achieved in several cases, probably because the time of exposure was mis- 
calculated, but in no case did complications arise. It is impracticable to 
inoculate all babies at the start of an epidemic and, since protection probably 
only lasts for four weeks (Gross et al., 1959), the babies might well contract 
the disease after this time. It is felt that the time for inoculation is at the 
time of known exposure, even if this does lead to failure. 

(3) Clinical picture.—In this epidemic it was found that the most out- 
standing diagnostic sign, in addition to the red eyes, was a characteristic 
cough, which is not emphasized in the textbooks. Possibly because of the 
conditions under which most children have to be examined at home, 
Koplik’s spots were not seen as often as might be expected, and this cough 
was found to be a better indication that the child was developing measles. 
No case of the ‘illness of infection’ was seen. Chest infection was the 
commonest complication, and, contrary to expectation, otitis media was 
very rare, 

(4) Visiting patients—In our experience every case of measles should be 
visited at least twice. It was surprising how often a child with no abnormal 
physical signs beyond those of measles proved to have some complication 
requiring active therapy on the second visit. That this principle paid divi- 
dends is reflected in the fact that no child had to be admitted to hospital. 

(5) Antibiotics.—Antibiotics were not used prophylactically, their use 
being determined on clinical evidence of secondary infection. It was 
gratifying to note how successful oral penicillin appeared to be. 
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SUMMARY 
In an epidemic in a community of 372 children 52.7 per cent. of those who 
were susceptible developed measles. The epidemiology was as expected, with 
the majority of cases occurring in children between the ages of 3 and 8, 
contact presumably being made at school. 

Immediate contacts aged 6 months to 1 year were given gamma globulin 
and four out of eight developed measles. 

The main symptom was a characteristic dry cough, which persisted long 
after other symptoms and signs, and which was accompanied by the usual 
conjunctivitis and rash. A secondary infection develdéped in 35.5 per cent., 
the commonest being bronchitis or broncho-pneumonia. Only two had 
otitis media. 

The management at home, and the use of oral phenoxymethylpenicillin in 
the treatment of complications, are described. 


We are grateful for the assistance of Mrs. P. Baird, S.R.N., in preparing this 
account, and to the Director General of Medical Services for permission to publish it 
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PHENYLBUTAZONE IN THE 
TREATMENT OF DYSMENORRHGA 


By R. L. MacQUEEN, M.R.C.S., L.R.C.P. 


Edmonton, London, N.g 


PHENYLBUTAZONE (‘butazolidin’) is a synthetic, non-hormonal compound 
first synthesized by Geigy Laboratories in 1946. Much has already been 
written concerning its use in the treatment of rheumatic and allied condi- 
tions, and most workers are agreed that it has analgesic, anti-pyretic and 


anti-inflammatory properties. 

In 1953, Fox noted that he had observed dramatic relief on two or three 
occasions in severe dysmenorrheea. About the same time, Strazza and 
Ressetar (1953), in the course of a report on the treatment of arthritis, 
remarked incidentally, under the heading of side-effects, on the relief of 
dysmenorrheea and the decrease in the number of days of the menses which 
occurred in certain patients. The following year, in a report on the use of 
phenylbutazone in orthopedic conditions (Arden, 1954), there was another 
incidental reference to the relief of dysmenorrhea. The only other reference 
to the subject I have been able to find is that of Eleanor Black (1958). 
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SCOPE OF PRESENT INVESTIGATION 

For some time I have been interested in the number of days off sick that a 
woman suffering from severe dysmenorrhoea had in the course of the year. 
As a result, I took the ten worst cases in my practice, and for a trial period 
of a year gave them phenylbutazone. My criteria for including a woman in 
this trial were: (1) She must be a confirmed case of severe primary dys- 
menorrhoea. (2) She had regularly missed a number of days from work as a 
result of dysmenorrhea. (3) She had failed to obtain relief from aspirin, 
codeine, and in some cases an antispasmodic drug. ‘They were not told that 
they were part of arial. All but one were over the age of 20 and below 30, 
the average age being 22 years 5 months. Four were single, and six were 
married; all were nulliparous. The average time they had been suffering 
from dysmenorrhcea was eight years, and all reported that during that time 
they had had regular days off from work. In addition, they complained of 
pain and tiredness on the first day of the period. Four of them had associated 
sickness, whilst two complained of giddiness. 

Dosage.—It was appreciated that phenylbutazone could cause toxic 
reactions; rashes, sore throats, blood dyscrasia and water retention have 
been reported. So far as I could tell from published reports, all these side- 
effects are associated with a high dosage of the drug. Bearing this in mind, 
I kept the dosage as low as possible; in fact it was lower than the dosages 
normally responsible for these toxic reactions. The patients were given 
100 mg. of phenylbutazone three times on the day before the onset of the 
menses, followed by the same dosage on the first day of the flow. This made 
a total dosage of 600 mg. in any one month. 


RESULTS 

All the patients reported that this was the best treatment that they had so far 
had for their dysmenorrhoea. Not one had had any time away from work 
since taking the tablets, nor had any of them noticed giddiness or sickness. 
Two reported that there was a considerable reduction in their usual flow, and 
thus they had shorter periods. The only side-effect reported was that in one 
patient there was a feeling of being ‘doped’ on the first day of her period; 
this, however, was very slight and did not interfére with her work. 


DISCUSSION 

It would seem that phenylbutazone is an effective drug in the treatment of 
dysmenorrheea. My present small series supports the findings of Elinor 
Black in Canada. There is obviously a need for a larger trial to be carried out. 

From the reports available at present, it is most difficult to postulate why 
this drug is of use in this condition. In the past certain workers have 
demonstrated that dysmenorrheea is the result of chronic inflammatory 
changes in the nerves and ganglia cells of the sympathetic chain supplying 
the pelvic organs. If this be so, then it would be reasonable to suggest that 
the known anti-inflammatory properties of phenylbutazone may contribute 
to the improvement of the reported cases. 
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SUMMARY 
(1) A report is given of the use of phenylbutazone in 10 severe cases of 


primary dysmenorrheea. 

(2) All the patients reported considerable improvement. 

(3) No serious side-effects were encountered. 

(4) In view of the success of this small clinical trial it is suggested that a 
larger trial should be carried out. 


My thanks are due to my partner, Dr. A. A. Atkins, who cooperated in this trial, 
and also to Geigy Pharmaceutical Co. Ltd. for their encouragement and supply of 
‘butazolidin’ tablets. 
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THE LOW INCIDENCE OF GASTRO-INTESTINAL SYMPTOMS 
ENCOUNTERED IN THE CLINICAL USE OF A CHELATED 
ORAL IRON COMPOUND 


By R. D. S. BARNES, M.B., B.S. 
Senior House Officer, The Group Laboratory, Lewisham Hospital 


THE desiderata for a preparation for the effective oral treatment of iron- 
deficiency anamia are the maximum absorption of iron with the minimum 
of side-effects, always assuming that these can be achieved at reasonable cost. 


RATIONALE 

Iron-deficiency anemia being one of the most common diseases affecting 
man (Franklin et a/., 1958), iron preparations taken orally are one of the 
most likely precipitants of a drug-induced gastro-intestinal upset. It is 
generally accepted that iron absorption is confined to the ferrous form, 
gastro-intestinal side-effects being attributed to the oxidized ferric state. 
In the attempt to minimize the side-effects the aim should therefore be to 
present the iron to the gut, not only in the ferrous form, but as a substance 
that will tend to resist oxidation. In the last few years an increasing number 
of iron compounds have been introduced with this as their primary aim. 
One such well-tried substance is ferrous gluconate, which, in a series reported 
by Gatenby and Lillie (1955), produced side-effects in some 8 per cent. of 
pregnant women, compared with an intolerance incidence of 48 per cent. 
with ferrous sulphate in the same series. 

Recently, several forms of iron chelate have been offered in an attempt 
to produce a substance that, while providing a reliable source of iron, has the 
least tendency to produce symptoms of intolerance. Chelated iron—that is, 
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iron enclosed by organic molecules such as ferrous aminoacetosulphate— 
has been shown by Jennison (1958) to be rapidly absorbed and utilized in the 
hemopoietic cycle of iron-deficient pregnant women. Jacobi, Pfleger and 
Rucnmel (1956) have indicated that the absorption of iron is not a simple 
diffusion process and have shown that the ferrous aminoacetosulphate com- 
plex passes through the intestinal wall both rapidly and in high concentra- 
tion. The rate of absorption may well influence the occurrence of side- 
effects, as well as the therapeutic efficiency, since the more rapid the 
absorption of the ferrous iron the less possibility there is for the iron 
remaining in the intestine to become oxidized to the irritant ferric form. 
It has been shown that ferrous aminoacetosulphate is not only highly 
soluble but no oxidation occurs, even on exposure to the atmosphere for 
three months. Arden (1950) showed that the addition of an alkali to a 
solution of an iron chelate caused no precipitation even with a pH greater 
than that normally occurring in the intestines, whilst ferrous sulphate 
solution under the same circumstances produced abundant precipitation. 
This would suggest that, in addition to the resistance of the chelated iron to 
oxidization, this substance has a great tendency to remain in solution in 
spite of the fluctuations of pH in the gastro-intestinal tract. 

Thus, on a chemical and pharmacological basis it is reasonable to expect, 
in addition to the adequate absorption of the iron, a low incidence of 
intolerance to such an iron chelate, as Jennison (1958) and McLaren Todd 
(1958) originally proposed. The clinical trial now reported was established 
to assess the actual occurrence of gastro-intestinal side-effects in the thera- 


peutic use of an oral iron chelate. 


THE TRIAL 
The trial was partly carried out in hospital practice but mainly in general 
practice, the common participant being a patient requiring iron clinically 
and who, in general, could be considered to have a regular bowel habit. 
Initially, all the patients were asked by direct questioning about previous 
oral iron therapy and the occurrence of symptoms that inferred intolerance: 
e.g. nausea, vomiting, constipation, diarrhcea and abdominal pain specific- 
ally. ‘They were then prescribed tablets of ferrous aminoacetosulphate con- 
taining 50 mg. of ferrous iron (‘plesmet’), with advice to take one such tablet 
three times a day after meals. The patients were assured that, not only 
would ‘these iron tablets’ make them better, they would not adversely affect 
their bowels—unlike any previous forms of iron administered. This was 
stressed in the attempt to reduce any psychological linkage between previous 
courses of treatment, where intolerance may have occurred, and the current 
therapy, and to reduce the difference in knowledge of such side-effects 
between those who had received iron before with symptoms of intolerance 
and those ignorant and unaware of the side-effects. Naturally, gross 
neurotics were excluded. 
The patients were requested to attend at weekly intervals in the case of 
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those seen in general practice and those who failed to turn up on the 
individually arranged day, or who admitted to having absconded from the 
tablet-taking régime, were automatically excluded from the trial. The 
remaining patients were followed for three weeks after starting treatment. 
The patients were then again asked specific questions worded in such a way 
as to obtain, in the majority of cases, a ‘Yes’ or ‘No’ answer. The questions 
were about their general health, whether the tablets ‘agreed’ with them 
or not, and the occurrence of nausea, vomiting, constipation and diarrhea. 


RESULTS 
Of the 115 patients assessed in this trial, 22 were treated while inpatients 
of this hospital, the remaining 93 were seen in general practice. Women 
formed the major part of the trial, 86 being included, whereas only 29 
were men. 

In no less than 39 of the 87 patients who had previously received one or 
more previous courses of oral iron, symptoms of intolerance to such treat- 
ment were noted, an incidence of 44.8 per cent. Even if the four women who 
were pregnant at the time of the previous iron therapy are excluded on the 
grounds of the susceptibility of the majority of pregnant women to become 
constipated, the remaining 35 would constitute an amended intolerance 
incidence of 40.2 per cent. Of the 35 who suffered from gastro-intestinal 
upset the primary symptom in 21 cases was constipation; 12 had diarrhaea 
and two noted nausea consistently associated with the taking of oral iron. 

On the other hand, only two out of the entire series of 115 patients 
developed symptoms of gastro-intestinal upset in the course of three weeks 
with regular doses of ferrous aminoacetosulphate: both had diarrheea. This 
gives an incidence of 1.7 per cent. During the trial three patients complained 
of headaches and attributed this symptom to the tablets. The etiology of 
these headaches is not clear but it is interesting to note that they occurred 
in one of the two patients who were subject to diarrhaea during the course 
of treatment and that headaches have been noted to be a side-effect of iron 
therapy, especially when given by the parenteral route. 


DISCUSSION 
In the body it is rare for iron to be found in any form other than as a 
bonded complex. In fact it is probably unphysiological for iron to be present 
in any other state, as before the iron finally becomes incorporated into the 
chelated hemoglobin molecule its transportation and storage occur in the 
form of a bonded complex. 

The low incidence of gastro-intestinal upset (1.7 per cent.) with ferrous 
aminoacetosulphate fulfils what the study of its structure and affinities 
would suggest and indicate. Not only is iron in the form of a chelate advan- 
tageous from the point of view of lack of side-effects, there is also much 
evidence that it is less toxic. Franklin et al. (1958) showed in the 
experimental animal that the toxicity of an iron chelate was consider- 
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ably less than that of either ferrous sulphate or ferrous gluconate. The high 
toxicity of the non-chelated preparations was associated with a sudden and 
rapid rise in the serum iron levels over and above the iron-binding capacity of 
the plasma; this phenomenon, well marked in the gluconate and sulphate 
series, was never seen to the same extent with iron chelate. In fact, the toxicity 
of iron compounds appears to be related directly to the ability of the substance 


Basic N.H.S. cost 
Oral iron preparation ok 4a0 tablee 


Ferrous sulphate 5d. 
Ferrous gluconate 2s. §d. 
| Ferrous succinate 3s. 14d 
| Ferrous fumarate 2s. od. 
| Ferrous aminoacetosulphate (‘plesmet’) 1s. od 


TaBLe I.—Basic N.H.S. cost of 100 tablets of several well-known 
iron compounds ex a 1000 pack. The costing prices are from 
the ‘Retail Chemist Trade Price List’ 1959 
to be absorbed and cause this rapid elevation of serum iron above the 
binding capacity of the plasma. This work of Franklin is in agreement with 
the theory of acute iron intoxication propounded by Reissmann and his 
co-workers (1955)—a mechanism of true absorptive intoxication. 

The continuing reports of deaths due to accidental ingestion of iron com- 
pounds, especially in young children, would appear to provide yet another 
argument in favour of iron chelate preparations. Not only is the risk of 
acute iron intoxication minimal, but in non-fatal cases their ingestion does 
not give rise to gastro-intestinal side-effects. 

In our cost-sensitive National Health Service it is imprudent to consider 
a substance on its clinical merits without a glance at the price. Table I 
shows the comparative prices of several well-tried iron compounds and also 
the price of ferrous aminoacetosulphate. 


SUMMARY 
In a series of 115 patients treated with ferrous aminoacetosulphate (‘ples- 
met’) the incidence of gastro-intestinal symptoms was 1.7 per cent. 
In view of its minimal toxicity and relatively low cost, it is suggested 
that this iron chelate preparation is a most effective preparation for the 
treatment of iron-deficiency anemia by the oral route. 
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CURRENT THERAPEUTICS 


CL.—THE NEW PENICILLINS 
With Special Reference to ‘Broxil’ 


By A. H. DOUTHWAITE, M.D., F.R.C.P. 


Senior Physician to Guy's Hospital 


WHEN, in March 1959, it was announced that the penicillin nucleus had 
been isolated and that synthetic penicillins of varying types could be pro- 
duced, the achievement was hailed as a triumph of British research. There 
were many, however, who doubted the practical advantage of this work as 
applied to therapeutics. Within a year of the discovery these doubts had 


been removed. 


THE TARGETS 
In respect of the orthodox penicillins the clinician has been disturbed by: 
(1) the necessity for repeated injections of penicillin to control acute infec- 


Fic. 1.—Structural formule of the penicillins. 


tion, (2) the remarkable increase in the size of the dose needed to be effective, 
(3) the pain produced by these injections, (4) the failure of oral penicillin V 
to control acute infection, (5) the alarming increase of resistance of many 
organisms, e.g. staphylococci, to penicillin, (6) increasing incidence of 
allergic reactions to intramuscular penicillins. 

June 1960. Vol. 184 (793) 
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It follows therefore that the targets at which we aim are replacement of 
penicillin injections by an equally effective oral penicillin; the discovery of 
a penicillin which is resistant to penicillinase and which would thus destroy 
the penicillin-resistant staphylococcus; and a penicillin showing no cross- 
allergenicity with the more classical types. 


THE METHOD 
At this point it will be helpful to review briefly the laboratory work which 
led up to the isolation of the penicillin nucleus. 

Early work in the penicillin field showed that the Penicillium mould 
produced not just one penicillin, but a mixture of penicillins and later 
chemical work showed them to be all alike with respect to the greater part 
of the molecule and different only with regard to the side-chain. Thus, 
penicillins G, X, F and K, which all appear together in simple fermentations 
of Penicillium chrysogenum, have the structures shown in figure 1. 

It then became apparent that the relative amounts of these different 
penicillins could be influenced by the composition of the medium in which 


Phenylacetic acid 


oe 9OH 


Structural formula of cephalosporin N. 


mt 


Fic. 5.—The penicillin nucleus (6-aminopenicillanic acid). 


the penicillin-producing mould was grown, and by including a supply of a 
particular side-chain in the medium the appropriate pencillin could be 
produced with almost complete exclusion of any other type. For example, 
the side-chain of penicillin G can be provided by including in the medium a 
certain amount of phenylacetic acid (fig. 2), and when this is done the 
fermentation yields almost 100 per cent. penicillin G (benzylpenicillin B.P.). 
Substances which can be utilized by the mould as penicillin side-chains are 
known as precursors. 

Extensive work was carried out in the 1945-50 period, in which potential 
side-chains were included in the medium in an endeavour to obtain new and 
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useful penicillins. Penicillin V (phenoxymethylpenicillin B.P.) was one of 
the fruits of this work, although its useful property of stability to acid was 
not recognized until much later. Little else of value emerged from this pre- 
cursor work. The range of penicillins which could be produced in this way 
was strictly limited because only certain chemical structures are acceptable 
to the mould for incorporation as penicillin side-chains. 

More recently, Professor Brotzu in Sardinia isolated a species of the mould 
Cephalosporium which produced activity of interesting antibiotic type. The 
isolated antibiotic proved to be a penicillin having the same nucleus as all 
the other penicillins, but with a very different type of side-chain (fig. 3). 

‘This particular side-chain is an example of those which are inacceptable 
to the mould. It cannot be incorporated by adding the appropriate com- 
pound as a precursor to the growing medium; neither can this pencillin 
be produced by using the appropriate precursor in Penicillium chrysogenum 
fermentations. 

The interest in cephalosporin N lay in its particular antibacterial activity 
which is so unlike a penicillin. Very high activity against the gram-positive 
cocci, such as staphylococci and streptococci, is absent, but the activity 
against the gram-negative bacilli, particularly the salmonella, is slightly 
increased giving it a rather ‘wide spectrum’ type of activity. This compound 
indicated more clearly than anything else that the properties of different 
penicillins could be influenced profoundly by the nature of the side-chain 
and that improved properties might well exist. The discovery that penicillin 
V was actually acid-stable also confirmed this view. 

Scientists of the Beecham Research Laboratories began first by making a 
penicillin which itself had a convenient chemical group in the side-chain 
which would permit chemical modification to give structures not otherwise 
obtainable. To do this they carried out conventional fermentations, adding 
p-aminophenylacetic acid to the medium as a precursor; this resulted in the 
formation of the corresponding penicillin, p-aminobenzylpenicillin (fig. 4). 
The amino group functioned as a hook on to which could be attached 
many other groups. This particular penicillin was extracted and purified and 
then modified chemically to give a large number of new penicillins. The 
direction of work was changed suddenly by the realization that, under 
certain conditions, the penicillin fermentations contained not only penicillin 
but also the nucleus alone. ‘The chemical name for this penicillin nucleus is 
6-aminopenicillanic acid (fig. 5). 

The value of this substance lay in the fact that it was devoid of side-chain 
but, owing to the amino group as indicated above, it was readily amenable 
to the addition of side-chains. ‘Thus almost unlimited scope of variation in 
the type of penicillin was provided. The isolation and purification of the 
nucleus was a very difficult task but the aim was achieved. 

From this point the momentum of synthesis gains speed. A large number 
of penicillins have been built up on this nucleus in the search for one or 
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more which is resistant to penicillinase, or which has a wide range of anti- 
bacterial action, or will not produce allergic reaction in penicillin-sensitive 
subjects. 

The first major success lay in the production of a penicillin for oral 
administration which, dose for dose, is far more efficiently absorbed than 
potassium penicillin V. Furthermore, it produces blood levels slightly 
superior to those following injection of equivalent doses of penicillin G. It 
is already clear that in therapeutics it is likely to replace potassium penicillin 
V entirely and in many cases render injections of penicillin unnecessary. 
The new penicillin is named ‘broxil’. 


CHEMISTRY AND PHARMACOLOGY 

‘Broxil’ is the potassium salt of 6-(«a-phenoxypropionamido)-penicillanic 
acid, which has just been given the approved name: phenethicillin, If the 
structural formula (fig. 6) be compared with those on page 793 the relation- 
ship to the penicillin nucleus will be at once apparent. 

Characters.—‘Broxil’ consists of colourless slightly hygroscopic crystals 
which are soluble in water. It has a high resistance to decomposition by 
acids, a fact which makes it suitable for the oral route. It has an antibacterial 
spectrum similar to that of penicillin V but is active against the mildly 
resistant staphylococci. 

Absorption.—Absorption is rapid, probably chiefly, if not entirely, from 
the small intestine, especially if given on an empty stomach. This is also the 
case with penicillin V but, as ‘broxil’ gives a serum concentration twice as 
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Fic. 6.—Structural formula of ‘broxil’. 


great as that following a comparable dose of potassium penicillin V, even if 
given after food, it will produce a therapeutically effective blood-level. 
Although slightly less active than penicillin V against some strains of 
organisms, the high blood-levels compensate for this. Thus ‘broxil’ is the 
oral penicillin of choice. 

Serum concentration —The effective blood-level for penicillin naturally 
varies according to the type of the infecting organism and its degree of 
resistance to the antibiotic. For a great variety of staphylococci the concen- 
tration may be taken as 0.02 mcg./ml.; for streptococci 0.03-0.06 mcg./ml. 
Clearly we should aim at a much higher level than that which may be effec- 
tive. This is achieved by both potassium penicillin V and by ‘broxil’. Thus, 
thirty minutes after administration of penicillin V the concentration is 
1.7 meg./ml.; after one hour it is about the same level. The corresponding 
figure after ‘broxil’ is 3.7 mcg./ml. Thus, for the first hour ‘broxil’ gives 
serum concentration at least twice as high as potassium penicillin V. By the 
second hour there is an abrupt fall to 1.1 and 0.32 mcg./ml. respectively: 





CURRENT THERAPEUTICS 797 


i.e. well above effective concentration. At the end of four hours the figure 
for potassium penicillin V is about 0.05 mcg./ml.; that for ‘broxil’ is 0.2 
mceg./ml.: i.e. ten times the minimal requirement. 

The practical application of these investigations is therefore the ad- 
ministration of oral penicillins every four hours for the first day at any rate 
if continuous activity is required. 

Another important result of the study of comparative absorption is that 
‘broxil’ by mouth gives an even higher serum concentration than does or- 
dinary penicillin G by intramuscular injection when given in equivalent 
amount. It follows that in many instances when injections of penicillin 
would have been given oral ‘broxil’ should take their place, if the organism 
is as sensitive to ‘broxil’ as to penicillin G. 

Excretion.—‘Broxil’ is largely excreted in the urine, 60 per cent. appearing 
in the first six hours following a 250-mg. dose. It is found in the bile. Some 
is probably destroyed in the body. 

Equivalents.—The hitherto accepted unit dosage for penicillin and the 
metric dosage for penicillin V and the newer penicillins gives rise to con- 
fusion. It will help, in comparing these substances, to note that 1.6 million 
units of penicillin G = 1 gramme: or 1 mg. of penicillin G = 1,660 units. 
A 250-mg. tablet of ‘broxil’ is approximately equivalent to 400,000 units of 
penicillin G. For all practical purposes, two tablets of ‘broxil’ may be 
equated with 1 million units of penicillin G. There is no defined unitage for 
‘broxil’ or the newer penicillins in general. Units were used in the past 
before pure penicillins could be produced and assessed by weight. 

Allergy.—The development of allergy to penicillin, especially following 
injections of the procaine salt, has proved a serious handicap. A sensitized 
patient may be less likely to show a reaction after “broxil’ because of its 
different chemical structure. This does not, however, infer complete im- 
munity, and ‘broxil’ should not be used in those known to be penicillin 
sensitive at any rate until further clinical work in this field has been done. 
Whether allergy will develop de novo to ‘broxil’ remains to be seen. In 
general it is a much commoner phenomenon in relation to drugs given by 
injection than by the safer oral route. 


CLINICAL USE 

The organisms usually sensitive to penicillin are destroyed by ‘broxil’. In 
addition, the important observation has been made that ‘broxil’, because of 
slight resistance to penicillinase, will destroy many strains of staphylococci 
which are resistant to the earlier penicillins. This does not mean, however, 
that ‘broxil’ can be used against the highly resistant strains. For this purpose 
other penicillins have been synthesized. 

In terms of disease, ‘broxil’ would normally be given in cases of pneu- 
monia, tonsillitis, quinsy, sinusitis, otitis media, and acute bronchitis, as well 
as boils, carbuncles and other staphylococcal infections. The dose should be 
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250 mg. four-hourly for twenty-four hours; then 250 mg. six-hourly to 
recovery. Gonorrheea has been reported to respond to 500 mg. twice daily 
for two days. It is not yet known whether syphilis can be controlled although 
this seems highly probable. Bacterial endocarditis is being subjected to tests 
with ‘broxil’ but it is as yet too early to decide whether we can rely on large 
oral doses or whether the distressing repeated injections for many weeks will 
still be needed. From what we know of the comparative blood levels and 
activity it seems probable that even in this disease ‘broxil’ will suffice in a 
dose of 500 mg. four-hourly for three days, followed by 250 mg. four-hourly 
for six weeks. 

In staphylococcal infections the dose should be 250 mg. six-hourly for 
five days. Puerperal fever, gas gangrene, and anthrax may be expected 
to respond. 

In streptococcal infections a full five-day course should be carried out in 
order to avoid the development of the carrier state. 

In short, with the possible exception of bacterial endocarditis, “broxil’ 
should be given when previously penicillin G or V has been used. 

As a prophylactic against recurrent bronchitis, or rheumatic fever, or 
spread of dental infection following extractions its use is clearly suggested. 

Toxic effects.—Animal experiments have failed to show any toxic effects 
even with doses of over 1,500 mg. per kg. Human experiments have con- 
firmed this lack of toxicity. In a few persons nausea and diarrhoea have been 
occasioned by large doses: e.g. 1 gramme six-hourly. 


THE NEXT PROBLEM 

Although it has been shown that ‘broxil’ has a lethal effect on a large number 
of strains of staphylococci, it will not control the highly resistant staphy- 
lococci which are causing such consternation in hospitals. These organisms 
are not really resistant in the way that bacteria become resistant to the other 
antibiotics like streptomycin, erythromycin, tetracycline and so on. If it were 
not for these special strains of staphylococci that produce penicillinase, it 
would probably be true to say that resistance to penicillin never occurs in vivo 
and, in fact, resistance never does develop to penicillin: it just reveals those 
strains which happen to be penicillinase producers. A penicillin fully 
resistant to penicillinase would solve the problem. Active research is 
naturally being directed towards this end in both the chemical and antibiotic 
fields and it seems safe to forecast that a successful outcome can be expected 
within the next year or two. 

In the meantime we may be justifiably proud of the remarkable achieve- 
ments which I have described. It is especially elevating to national prestige 
that these major endeavours have been made by British scientists in our 
country which gave birth to the first antibiotic, penicillin. 
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VI.—THE CONTROL OF ANTICOAGULANT THERAPY 


By E. K. BLACKBURN, M.D., F.R.F.P.S. 
Consultant Hematologist, The Royal Infirmary and Royal Hospital, Sheffield 


ANTICOAGULANT drugs are given in order to make the blood clot less rapidly. 
Whilst they benefit the appropriate patient and may save his life, overdosage 
may stop blood clotting altogether. This may kill the patient. The balance 
between underdosage and overdosage is a delicate one, and for this reason 
laboratory control is not just desirable, it is essential. This involves the 
closest cooperation between the patient, the physician or surgeon, the 
general practitioner and the clinical laboratory. 

There are two main schedules of treatment: short-term for a matter of 
days or a few weeks, and long-term for months or years, Although the 
practitioner may himself treat his patient throughout with anticoagulants, it 
may be that most of his cases at present will be referred back to him for 
continuance of anticoagulant therapy which has been stabilized in hospital. 


INDICATIONS AND CONTRAINDICATIONS 


Probably the commonest condition to be treated with anticoagulant drugs 
is coronary thrombosis. This, however, is only one example of the compre- 
hensive group of thrombo-embolic diseases which includes various venous 
and arterial thromboses. Whilst many of the patients are the concern of the 
physician—e.g. cerebral thrombosis (to be distinguished carefully from 
cerebral hemorrhage), retinal vein thrombosis—the surgeon is particularly 
concerned with postoperative venous thromboses with the ever-present 
threat of pulmonary embolus. 

Anticoagulant drugs are especially dangerous in patients who have a 
predisposition to hemorrhage. These include relatively recent peptic ulcera- 
tion and other ulcerative lesions of the gut such as carcinoma, cerebral or 
retinal hemorrhage, disease of the liver or kidneys, subacute bacterial 
endocarditis, malignant hypertension, polyarteritis nodosa, many primary 
disorders of the blood such as untreated pernicious anemia and leukaemia, 
open wounds and head injuries, and the last month of pregnancy when there 
is additional risk to the fetus. Furthermore, hepatic and renal disease 
interfere with the metabolism and excretion of anticoagulants. Hence 
patients in congestive cardiac failure with impaired renal and hepatic 
function are often very sensitive to small amounts of anticoagulant. 
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MODE OF ACTION OF ANTICOAGULANT DRUGS 
Although many aspects of the tremendous complexity of blood coagulation 
are incompletely understood, it is useful to regard the clotting of blood as 
taking place in three stages :— 

(1) A number of factors required for the efficient clotting of blood 
(platelets, anti-hamophilic factor, Christmas factor, factor V, factor VII, 
plasma thromboplastin antecedent, Stuart-Prower factor, calcium and 
others) react together to form an active thromboplastin. 

(2) This thromboplastin then activates prothrombin to form thrombin. 

(3) Finally the thrombin converts fibrinogen into insoluble fibrin. At this 
stage the blood clot is formed. 

Anticoagulant drugs are of two main types, the heparin group and the 
dicoumarin group. ‘The drugs in each group are chemically related. Heparin 
itself, the most widely used of the first type, acts as an anticoagulant mainly 
by inhibiting the reaction between thrombin and fibrinogen [stage (3)]. 
The dicoumarin drugs prevent the clotting of blood by interfering with 
four factors necessary for stage (1). ‘These factors are factor VII, Christmas 
factor, Stuart-Prower factor and prothrombin. 


Whilst such treatment reduces the frequency of thrombo-embolic episodes 
following acute myocardial infarction, and therefore the death and morbidity 
rates, it has no direct influence on a formed thrombus and it cannot reverse 
the myocardial necrosis. As a long-term therapy, at least in selected cases, 
there is much evidence that it reduces the incidence of further thrombosis 
in patients with atherosclerotic disease. 


LABORATORY CONTROI 

The cbject of this control is to ensure adequate, but not excessive, therapy. 
To this end it is of paramount importance for the practitioner to consult a 
senior medical member of the clinical laboratory in his own area about the 
type of test carried out locally for the different forms of anticoagulant 
treatment and the interpretation of results. He should also find out the 
clinical information required on the laboratory request form, the type and 
amount of blood sample to be submitted (e.g. citrated or oxalated), its time 
of collection, the time and method of its delivery to the laboratory, the 
time the result will be available and its method of transmission to the prac- 
titioner, e.g. by telephone to be confirmed later in writing, and finally its 
relationship to the time and amount of the next dose of the drug. All this is 
necessary, because different tests are used in different laboratories. 

In Sheffield we find that it is usual for patients on long-term anticoagulant 
therapy to attend the laboratory in person, whilst samples taken from patients 
in country cottage hospitals are delivered by road to reach us within three 
hours of taking. After this time we have found that, using our usual method, 
results are not necessarily reliable. Such arrangements have been found to be 
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required for patients who are unfit to travel to town with, for example, 
severe coronary thrombosis. 


CONTROL OF THE HEPARIN GROUP 

Heparin is usually given intravenously in a dosage of 10,000 to 15,000 units 
every four to six hours. It may be controlled by the whole blood clotting 
time just before a dose if it is thought desirable to lengthen the clotting time 
for twenty-four hours a day. This, however, does not appear to be necessary 
in practice and in most cases no laboratory control is needed. 

Rarely dextran sulphate is used instead of heparin. Laboratory control is 
on similar lines. 


CONTROL OF THE DICOUMARIN TYPE OF DRUG 

There are several commercial preparations of this type, and, as there is some 
delay in their action, heparin is usually given to cover the initial period of 
anticoagulant therapy. The choice of dicoumarin drug is largely one of 
individual preference. The shorter-acting drugs are rapidly absorbed and 
eliminated. Hence frequent doses are required and it may be relatively diff- 
cult to maintain a steady level as shown by laboratory tests; on the other 
hand, cessation of treatment is quickly followed by a return to normal 
clotting results. The longer-acting drugs are more slowly absorbed (and 
excreted), and there is a greater risk of overdosage, but for maintenance 
purposes they may produce very even ‘prothrombin’ levels in experienced 
hands. Many favour the use of an intermediately rapidly acting drug such 
as phenindione. 

The one-stage ‘prothrombin’ test of Quick, often modified, is the most 
widely used in this country. The test consists of the addition of calcium 
chloride solution to equal volumes of patient’s plasma and a human brain 
thromboplastin preparation. The clotting time of the patient’s plasma 
(‘prothrombin time’) under standard conditions is compared with that of 
normal people. It is usual for the patient’s plasma clotting time to be 
maintained at approximately twice (14 to 2} times) that of the normal figure 
for adequate and ‘safe’ therapy. Although this type of test is very valuable, 
there is no means of knowing which patients with an excessively prolonged 
plasma clotting time will bleed. This is probably due in part to the multiple 
effects of the dicoumarin drugs. The Quick type of test measures mainly 
factor VII activity which is the most important, but other clotting factors 
are reduced in variable amount. Furthermore, capillary fragility and platelet 
adhesiveness are affected by these drugs, but again the Quick type of test 
does not estimate these functions. It may be unsuitable for postal samples. 
In spite of these theoretical objections, it is perfectly adequate for the 
control of the majority of cases. 

Because of these objections, Owren and Aas (1951) introduced the ‘p & p 
method’ (‘prothrombin and proconvertin method’), as it gives a combined 
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estimation of prothrombin and factor VII levels. (Factor VII is known as 
proconvertin in some countries.) Here a dilution of patient’s plasma is mixed 
with ox plasma (containing factor V and fibrinogen), brain extract and cal- 
cium chloride. The clotting time of the plasma is recorded and the results 
determined from a dilution curve of normal plasma. Postal samples can be 
used and it is said to be more sensitive than the ordinary Quick test. 

The ‘p & p’ method makes an increased demand for laboratory skill and 
man-hours at a time when many, if not most, clinical laboratories are grossly 
overtaxed, Hamatologists were therefore pleased to see Professor Owren’s 
account of the use of ‘thrombotest’ (Owren, 1959). Here reductions in factor 
VII, Christmas factor, Stuart-Prower factor and prothrombin are all assessed 
and only one reagent is used. The test may be technically easier than other 
methods, and it can be used on both capillary and venous blood. Experience 
with ‘thrombotest’ is still very limited, but encouraging. 


TOXIC REACTIONS AND OTHER COMPLICATING FACTORS 
Toxic reactions to these drugs are relatively few and include fever, skin rash, 
leucopenia, jaundice, diarrhcea and alopecia. Hemorrhage may follow 
overdosage. 

In relation to possible hemorrhage it is important to remember that the 
effect of anticoagulants may be potentiated by many drugs: salicylates; oral 
penicillin, broad-spectrum antibiotics and sulphonamides, by reducing the 
intestinal flora which produce vitamin K; quinine, phenylbutazone and 
chlorpromazine; corticotrophin and steroids. Other potentiating factors are 
carcinoma of the pancreas, and secondary infections. Gastro-intestinal 
disturbances interfere with absorption in varying degree. Hospital diets are 
often richer in vitamin K than home diets, hence a smaller dosage of 
anticoagulant may be needed at home. 


EXCESSIVE THERAPY 
In cases of excessive therapy, vitamin K, or its oxide by mouth rapidly 
causes reversion of the ‘prothrombin time’ towards normal levels. Vitam:n 
K, emulsion may be given intravenously in severe or refractory bleeding; 
blood transfusion may also be necessary. 
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REVISION CORNER 
THE UNDESCENDED TESTICLE 


THE testicle has its origin upon the posterior abdominal wall and descends 
into the scrotum during the last months of feetal life, though occasionally 
the descent of a normal organ occurs during the first year after birth. From 
this time until puberty the testicle is often retractile: it can be pulled up out 
of the scrotum by the active contraction of the cremaster muscle and then 
comes to lie in a fascial pouch immediately lateral to the external inguinal 
ring. When retracted, it does not enter the canal itself but remains outside 
where it is easily palpable, a fact which is unfortunately responsible for a 
large number of normal children being referred to hospital for the treatment 
of undescended testicle, and which emphasizes the need for a more careful 
examination. 
EXAMINATION 

The boy should not be examined in the standing position, since nothing 
encourages retraction more than ‘snatching’ at the scrotum: he should be 
lying down in a warm room and a reassuring atmosphere. The scrotum 
should be inspected before a hand is placed upon the abdomen, as it is often 
observed that retraction occurs with the first touch. With the left hand flat 
on the inguinal region, the testicle is then stroked and coaxed downwards 
from the groin, to be received into the scrotum by the fingers of the right 
hand. A testicle which can be brought fully down in this way is normal and 
at puberty it will become permanently resident in the scrotum. 


ETIOLOGY 

The factors responsible for non-descent are unknown: sometimes there 
appears to be a simple failure to complete the normal physiological process, 
sometimes a mechanical bar to its completion. In the first instance the 
testicle is often intrinsically abnormal as well and can never develop fully. 
In early childhood the normal and undescended testicles are histologically 
similar, the divergence between them first appears at about 5 years of age, it 
is fairly well established by 9 or 10 years and once puberty is passed it is 
irrevocable. A testicle, even if constitutionally normal, will not produce 
spermatozoa in any useful number if it is still above the scrotum at puberty. 

It is often believed that spontaneous descent is common at puberty, and 
that this justifies a policy of non-intervention. Such descent does un- 
doubtedly occur on occasions but the only common change at puberty is 
that the retractile testicle remains permanently in the scrotum. Although 
this has led to confusion in the past, there is now no justification whatever 
for regarding this change as spontaneous descent of an undescended testicle. 
Careful examination can determint the type of testicle which may descend 
June 1960. Vol. 184 (803) 
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of its own accord, and, if necessary, a course of anterior pituitary hormones 
can mimic the effects of puberty. 

The undescended testicle, like its normal counterpart, has a range of 
movement rather than a position and this must be taken into account on 
examination. The completely retained testicle is impalpable, being within 
the abdomen. This form of cryptorchidism is often bilateral and may be 
associated with pseudohermaphroditism or endocrine disorder; it is un- 
common, however, and most of the children sent to hospital with a diagnosis 
of Fréhlich’s syndrome are simply fat boys with retractile testicles which are 
difficult to feel because of the obesity. 

The emergent testicle is one which moves from within the inguinal canal, 
where it cannot be felt, to a position near the pubic tubercle. This form is 
usually accompanied by a hernia, although this may be too small to be 
recognizable clinically. In both these types the testicle may be defective and 
hypoplastic. By contrast, the ‘inguinal ectopic’ testicle is intrinsically 
normal: it lies in the superficial inguinal pouch lateral to the external ring, 
but cannot be pushed down much beyond the pubic tubercle, where there 
is a mechanical bar to its descent. In the rare true ectopic forms the testicle 
may be found in the perineum, the femoral triangle or the pre-penile 
position. None of the types so far mentioned is likely to exhibit spontaneous 
descent, but the simple undescended or high retractile testicle which moves 
along the normal line from the external ring to the upper scrotum and is 
unaccompanied by hernia may well complete its course at puberty or under 
the influence of gonadotrophic hormones. 


COMPLICATIONS 

A man with bilateral undescended testicles of any type is sterile, though 
with one normal testicle there is no impairment of fertility. Hypogonadism, 
however, is not a necessary concomitant of bilateral cryptorchidism, since 
the endocrine output of the testicle may be normal. Hernia and torsion are 
well-recognized complications of the undescended testicle and malignant 
disease is slightly but definitely more common than in the normal. Un- 
complicated cases may suffer a little local discomfort. 


TREATMENT 

The testicle must be brought to the scrotum before puberty if it is to develop 
normally: such treatment is vitally important in bilateral, and usually 
desirable in unilateral, cases. Although some advise very early therapy, it is 
probably as effective if undertaken at the age of g or 10 years. Endocrine 
therapy should be given when the testicle is of the simple undescended type, 
or in bilateral abdominal cryptorchidism if endocrine deficiency is suspected. 
A course may consist of 500 units of gonadotrophin (e.g. ‘pregnyl’, 
‘antuitrin S’) twice weekly for six to eight weeks; it may be repeated if 
improvement occurs but if descent is not complete. Some enlargement of 
the penis and the appearance of pubic hair will result from this treatment, 
but there are no harmful complications in this dosage. 
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In cases of abdominal, emergent and inguinal ectopic testicles, and when 
the endocrine treatment fails, orchidopexy should be performed. The best 
results of surgery are obtained in the inguinal ectopic group: in some 
examples of the more severe forms it must be recognized that an intrinsic 
defect as well as the mechanical difficulty may leave a testicle which is 
incapable of spermatogenesis, even when correctly placed. In bilateral cases 
the prognosis with regard to fertility must therefore be cautious, though in 
favourable cases orchidopexy will achieve a satisfactory result. 

Orchidopexy may fail because it is simply impossible to obtain a sufficient 
length of cord: in such cases a two-stage operation may be helpful, but there 
are a few in which orchidectomy may be preferable to leaving a defective 
and ill-placed testicle. 

D. INNES WILLIAMS, M.D., M.CHIR., F.R.C.S. 
Genito-Urinary Surgeon, The Hospital 
for Sick Children, Great Ormond Street. 


NOCTURIA 


Nocturia, or nycturia, is the term used when a person has to micturate 
before his usual time of rising. The causes of nocturia fall into three groups: 
(a) psychogenic, (b) irritative, (c) polyuric. 


PSYCHOGENIC NOCTURIA 
In this group there is no irritative lesion to cause frequency of micturition, 
nor is there polyuria. When sleep is disturbed by any cause, a desire to 
micturate often occurs. This can fairly be called psychogenic as the nocturia 
arises from an altered state of consciousness. It does not imply that the 
patient is psychoneurotic. The disturbed sleep giving rise to the nocturia 
may be due to the pain of organic disease. 

The normal person secretes more urine lying than standing. In sleep 
this is more than reversed by the anti-diuretic hormone (A.D.H.). In 
psychogenic nocturia, insomnia suppresses the production of A.D.H., the 
lying position encourages the secretion of urine and there is an increased 
awareness of a full bladder, particularly in a tense and anxious person in 
bed on a cold winter’s night. 

It is usually easy to decide from the history whether the disturbed sleep 
is causing the nocturia or vice versa. Treatment of insomnia will eliminate 
the nocturia if the insomnia is the cause. 

The problem of nocturnal enuresis lies outside the scope of this article 
although by the clinical definition used here it is a form of nocturia. 


IRRITATIVE NOCTURIA 
Increased frequency of micturition is associated with nocturia. There will 
often be a history of frequency by day. The causes include inflammatory 








806 THE PRACTITIONER 


changes in the renal tract and mechanical changes, such as enlargement of 
the prostate, pressure on the bladder, and cystocele. Associated symptoms, 
such as dysuria, stress incontinence, precipitancy, poor stream or difficulty 
in starting, are often present. The significance of the nocturia in these cases 
is usually clear. It is in enlargement of the prostate that nocturia is com- 
monly the first symptom, often preceding any other symptom by many 
months. 
POLYURIC NOCTURIA 

By polyuria is meant the voiding of an excessive volume of urine. This 
will be associated with nocturia. In irritative nocturia, urine is passed little 
and often. In polyuric nocturia, the patient is usually only roused twice in 
the night to pass large quantities of urine. Nocturia is commonly found in 
heart failure. As congestive failure develops, the nocturia is an irritative 
phenomenon. Then nocturia occurs with the increased venous return and 
fluid absorption on raising the legs at night. When the condition improves 
and a diuresis occurs, nocturia is part of the polyuria. Diuretics should, of 
course, be given in the early part of the day so that sleep is disturbed as 
little as possible. 

The causes of polyuria have already been discussed in a previous article 
in this series (Fowler, 1957). 

Polyuria is found in pituitary diabetes insipidus due to lack of A.D.H., 
and in renal diabetes insipidus due to insensitivity of the renal tubules to 
A.D.H. In these diseases the onset is rarely insidious and the nocturia an 
obvious manifestation of the usually gross polyuria. 

Polyuria will occur when there is an increased amount of solute to be 
excreted by the kidney. This occurs in diabetes mellitus where polyuria 
will be present day and night. 

In hyperparathyoidism and hypervitaminosis D, it is no longer con- 
sidered that the polyuria similarly represents an osmotic diuresis, even in 
the early stages. It seems that there is a functional disturbance of the renal 
tubules and there is some evidence to suggest a direct stimulating effect 
on a thirst centre. Later, renal damage occurs and the polyuria is then due 
in part to loss of concentrating power of the kidneys. In these disorders, 
which are rare and have an insidious onset, an early diagnosis is important 
since the conditions are curable and the kidneys soon permanently damaged. 
When polyuria is slight, it may be only for nocturia that the patient seeks 
advice. 

Nocturia is most significant in renal disease where it may be the first 
manifestation of loss of renal function. In normal persons, the amount of 
urine passed during the day is usually two to four times that passed during 
the night, even though the amount drunk during the two twelve-hour 
periods is the same. In normal night workers the ratio is reversed. Increase 
in night urine in a day worker to an amount passed during the day suggests 
loss of concentrating power of the kidney. Later the night urine will exceed 
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the day. According to the physiologists, nocturia is an increase in the volume 
of night urine above 500 ml. and with a specific gravity less than 1018. 

Loss of concentrating power of the kidney at night is also the basis for 
the first part of Kepler’s test used in the diagnosis of Addison’s disease, 
although nocturia is not a common early symptom in this disease. 

In renal disease, the earliest loss of concentrating power will affect the 
kidney’s special ability in concentrating the urine at night. When loss of 
renal function occurs very gradually, as in polycystic disease of the kidney, 
nocturia is an important early symptom which may bring the renal disease 
to light at a stage before any other symptoms are present. In polycystic 
disease, there is no curative treatment but the earlier an appropriate regime 
with protein restriction is instituted, the better is the prognosis. In other 
disorders which later become irreversible or progressive, curative treatment 
may be possible if the diagnosis is made early. Diseases affecting the kidneys, 
perhaps more than in the case of any other organ of the body, have a ten- 
dency to run a progressive course after a period in which the disorder may 
be reversible but in which there are few or no symptoms. For this reason, 
nocturia may be a symptom of great importance. 


P. B. S. FOWLER, D.M., M.R.C.P. 
Assistant Physician, Charing Cross Hospital. 
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sponsible. Nail varnish and _nail-varnish 
remover may also damage the nails and their 
use should be discontinued if the nails are 
splitting. The old-fashioned nail polish can 
be substituted and the friction of nail polishing 
is helpful 

In this particular case it would be wise to 
advise the use of cotton gloves beneath rubber 
gloves when doing wet work. If there is any 
associated dryness of the skin, the use of 


Splitting of the Finger- Nails 
QUERY 
be due to the use of detergents? The patient is 
other likely 


causes, and what ts the best treatment 


Is splitting of the finger-nails likely to 


a housewife of 35. Are there any 


REPLY So little is known about the factors 
which influence nail growth 
for ill, that the honest answer to the 


that the cause of splitting nails is unknown. It 


either for good or 
query is 





was certainly a problem before detergents wer« 
introduced and there are no published statistics 
which show that it has become more common 
in the last fifteen years. Splitting nails occur 
even in office workers, and the use of a type- 
writer has been blamed. It does, however, affect 
women more commonly than men and it may 
well be that the degreasing and dehydrating 
effect of soap and water, detergents and other 
household chemicals is one of the factors re- 


Seerhe thalieeetadhe tien tae a ee — — eee oe 


hydrous ointment B.P. liberally applied at night 
will make the hands feel more comfortable. 
Numerous internal remedies have been advo- 
cated, such as iron, thyroid, calcium and, the 
most recent, gelatin in a dose of 7 g. daily for 
fifteen weeks, but in my experience they are 
ineffective. The only internal treatment which 
I think is of some value is calciferol and if there 
is no contraindication, such as renal disease, it 
could be tried. Calciferol tablets, 50,000 inter- 


a 
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national units, 1 tablet twice a day for eight 
weeks, or ‘sterogyl’, 600,000 units in an am- 
poule, given once a week for eight weeks, 
would be a sufficient dosage 

I. B. SNEDDON, M.B., F.R.C.P 


‘Sernyl’ in Intractable Pain 
Query.—Can you please give me some informa- 
tion about the new analgesic agent ‘serny!’ 
mentioned in your ‘Practical Notes’ in the 
February issue (p. 266). I am wondering 
whether it might be useful in an elderly woman 
in her sixties who has intractable perineal pain 
thought to be due to lumbar spondylosis. 


Query.—I have used ‘sernyl’ in a few patients 
suffering from intractable pain. Some of these 
patients obtained complete relief with no evi- 
dence of psychological or mental reactions. 
The dose I suggest is 5 mg. orally three times 
a day to begin with, increasing or decreasing this 
as required. We usually manage to stabilize our 
patients on 5 mg. twice a day after a few days’ 
treatment. It is advisable that patients should 
be under constant supervision at the beginning 
of the treatment as they may become irrespon- 
sible and confused in their actions 
M. W. JOHNSTONE, M.D., F.F.A.R.C.S 


Salmonella Typhimurium Carrier 
Query.—I should be grateful if you could help 
me in the following case: 

A girl, aged 2} years, had an attack of severe 
gastroenteritis associated with acute abdominal 
pain and signs suggestive of acute appendicitis 
She was admitted to a general hospital and then 
transferred to an isolation hospital on September 
11, 1959, as Salmonella typhimurium was isolated 
from her stools. She a course of 
chloramphenicol and, as her stools still remained 
positive, she was given a course of sulphaguani- 
dine, but despite successive courses she did not 
produce a negative stool. She was discharged 
from hospital on October 12, 1959. Since that 
date her stools have been persistently positive to 
Salmonella typhimurium. She was given a course 
of neomycin. This produced one negative stool 
a few days after she finished the course. Since 
that time she has continued to show positive 
stools. The child has remained clinically very 
well and has no symptoms or physical signs of 
illness. 

I should like to know whether: 

(1) There is possibly some reservoir—such as 
in the gall-bladder or appendix—which might 
be the cause of her remaining a persistent carrier 

(2) It is possible by medical means to cure her 
carrier state. 

(3) In time she will become non-infective 


was given 
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If the latter is probable, what would be the 
approximate time? 


Rep.ty.—This is an interesting problem from 
the public health point of view, but unfortunately 
not one that has been solved very satisfactorily 
so far. In answer to the questions posed :— 

(1) It is most unlikely that the gall-bladder 
or appendix would be acting as a reservoir for 
the organisms in a child of this age. 

(2) The cure of a typhimurium carrier is 
usually a difficult matter. A combination of 
chloramphenicol and tetracycline may be suc- 
cessful—ten days’ treatment with 125 mg. of 
chloramphenicol and 50 mg. of tetracycline 
eight-hourly should suffice. The usual pre- 
cautions with regard to hemoglobin estimations 
and white blood cell counts should be taken 
during this time. 

(3) There is no evidence that anyone excreting 
typhimurium becomes non-infective with the 
passage of time 

PROFESSOR WILFRID GAISFORD, M.D., M.SC., 
F.R.C.P. 


Spontaneous Suppurative 

Myositis 

Query.—A male, aged 42 years, complained of 
wasting of the left biceps. He gave a history of 
having pain severe enough to interfere with his 
sleeping, which lasted for about a week, about 
six weeks previously. There was no swelling, 
he denied redness, and the pain was situated 
in the front of the left upper arm. When the 
pain had persisted for about a week, he noticed 
some ‘watery’ fluid mixed with ‘corruption’ 
(pus) running down his arm, from an opening 
in the skin on the front of the lower end of the 
upper arm. After this he noticed that the muscle 
of his upper arm got very thin. 

On examination there was complete flattening 
of the anterior of the left upper arm, and the 
only palpable evidence of a biceps was on the 
medial aspect. This, however, could not be felt 
to contract on active flexion of the elbow. The 
other muscles of the arm and shoulder girdle 
were comparable with those on the other side 
except for the brachioradialis which was 
markedly hypertrophied. 

From the history I take this to have been an 
acute infection of the left upper arm, but am 
unable to explain the loss of biceps. Examination 
failed to reveal any other muscular or central 
nervous system involvement except some loss of 
sensation over the left upper arm. 


Rep_y.—It would appear from the patient’s 
conflicting and far from explicit description of 
his symptoms that he must have had a spon- 
taneous suppurative infection in the left biceps 
muscle. No other explanation would account for 
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the spontaneous discharge of pus. This would 
also account for the destruction of muscle as 
evidenced by subsequent wasting of the biceps 
and the presumably compensatory hypertrophy 
of the brachioradialis. The loss of 
over the left upper arm is difficult to explain, 
particularly as its distribution is not defined 
The muscular cutaneous nerve presumably was 
involved, increasing the muscle wasting, but its 
normal distribution is largely below the line of 
the elbow joint and only a little above it 

This condition must be extremely rare. The 
only recent article on spontaneous myositis in 
the English literature appears to be that of 
Barrett and Gresham on ‘Acute streptococcal 
myositis’ (Lancet, 1958, i, 347). Theit 
however, did not resemble this one in that the 
condition was extremely leading to 
death. More than one muscle was involved in 
two of their patients and in a third in which 
trauma played a part and where an abscess 
involved the right buttock. In their two other 
cases the left quadriceps femoris and the left 
triceps brachii, respectively, were affected. They 
point out that spontaneous streptococcal myo- 
sitis is different from suppurative 
following trauma. No history of trauma is given 
there is no clue as to the 
Barrett and Gresham found 


sensation 


cases, 


severe 


myositis 


in this case and 
causative organism 
few references in the literature to suppurative 
myositis, but Abram (Lancet, 1904, ii, 1341) 
described two cases involving a pectoralis major 
muscle in which the infecting organism was a 
streptococcus. Both patients 
after surgical incision 
The spontaneous discharge of pus is not the 
least surprising feature of this case. As it was 
described as ‘corruption’ it seems possible that 
the infection may have been anaerobic 
JOHN RICHARDSON, M.V.O., M.D., F.R.C.P 


these recovered 


Penicillin Reaction 

Query (from a reader in Morocco).—What 
would be the effect if a small amount of a 5-ml 
solution containing 1 g. of dihydrostreptomycin, 
400,000 units of benzylpenicillin (soluble) and 
600,000 units of procaine benzylpenicillin (in- 
soluble) leaked into a vein during intramuscular 
injection? What would be the immediate 
treatment? 

The patient in Moorish 
woman of about 22 years of age who had had 
a similar injection the previous evening without 
any untoward effects. On the second evening, 
however, although I had made the customary 
precaution of withdrawing the syringe-barrel 
both before and after giving half the quantity 
of fluid, she complained of a sense of ‘smoke 
rising from the region of the injection site up 


question was a 


AND 
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towards her heart’ just as I was withdrawing 
the needle. She also said that the injection site 
did not pain her as on the first night. If she lost 
consciousness it was only momentarily, but she 
had a sense of approaching death, severe pal- 
pitations and tachycardia. She complained that 
her mouth seemed to want to shut and her 
tongue felt as if it were twisted. There was 
a gradual return to normal. I discovered later, 
however, that she has had hypotension, 90/50 
mm. Hg, for a number of years. 

My opinion is that it was either an anaphy- 

lactoid reaction or that, despite the precautions, 
a drop of the fluid accidentally entered a vein 
as I withdrew the needle. Hence my original 
question. I should be very grateful for your 
expert's observations. 
Rep_y.—I have consulted my colleagues about 
this query. We consider that the curious reaction 
following the injection of penicillin and dihydro- 
streptomycin was, in fact, a reaction to the drug 
and that the precautions taken to avoid injection 
into a vein were adequate. The absence of any 
skin reaction or asthmatic spasm does not 
exclude this and the patient’s graphic descrip- 
tion of her symptoms corresponds closely with 
that given by other patients, including one who 
eventually died from the reaction. 

It would be unwise to carry out any skin 
testing here since even as little as one unit may 
provoke a serious generalized response at this 
stage, and penicillin should not subsequently be 
administered. The treatment immediately should 
be either with intramuscular or subcutaneous 
adrenaline or with intravenous aminophylline. 

W. Howarp HUGHES, M.D. 


Hypersecretion of Saliva 
Query.—I have a patient, a man aged 40, in the 
best of health, whose complaint is excessive 
watering of the mouth while carrying on a 
conversation, which becomes extremely em- 
barrassing, as he has to meet many business men 
in the course of his work. It becomes so trouble- 
some at times that he has to break off in the 
middle of a conversation. He has suffered from 
this recurrently for several years. Investigations 
by an oral surgeon have been negative. As the 
condition was thought to be functional, he 
attended a psychiatrist, but without result. 
Can you recornmend any measures that might 
help? 
Rep_y.—Parkinsonism, infections of the mouth 
and peptic ulcer appear to have been excluded 
as causes of hypersecretion of saliva in this case 
and smoking and hyperchlorhydria may have 
been considered. The last two factors having 
been excluded, the condition is probably func- 
tional. Belladonna or atropine is the treatment 
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the effective dose has to 
A sedative such as 


usually recommended 
be found for each patient 
phenobarbitone or bromides may be helpful 
In some cases, the submaxillary salivary glands 
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have been removed to give relief. If the condition 
is associated with hyperchlorhydria an antacid 
may be beneficial 

A. W. SPENCE, M.D., F.R.C.P 
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Tolbutamide in Paralysis Agitans 

FOLLOWING an incidental that a 
marked diminution in the tremor of the hands 
and fingers occurred in a 57-year-old diabetic 
who had been receiving 1 g. of tolbutamide 
thrice daily, E. W. Gates and I. Hyman ( Journal 
of the American Medical Association, March 26, 
1960, 172, 1351) investigated the effect of tol- 
butamide in patients with paralysis agitans. In 
a series of 15 cases observed over a period of 
eighteen months, they report ‘considerable re- 
duction of tremor or rigidity, or both’, in eleven 
Several marked improvement in the 
mask-like facies with return of a more normal 
smile, and in several there was improvement of 
speech. The ages of the patients ranged from 
56 to 83. In all cases the initial dosage of tol- 
before meals, 


observation 


showed 


butamide was 1 g. thrice daily 
and this was usually reduced subsequently to 
1 g. twice daily. The patients were fed six times 
daily: or each 
‘lunch’ may be replaced by 6 ounces (170 ml.) 


three meals and three ‘lunches’, 


of orange juice. Only one patient had a hypo- 
glycemic reaction, and he was undernourished 
and not taking his food well. It is admitted that 
the rationale of this effect of tolbutamide is 
unknown, but it does not appear to be related 
to hypoglycemia. In when tol- 
butamide was replaced by a placebo there was a 
prompt return of rigidity and tremor 


one patient 


Autohemotherapy in Herpes 


used routinely 


‘AUTOHAMOTHERAPY should be 
in treating post-herpetic pain’, according to 
B. L. Schiff (Rhode Island Medical Journal, 
February 1960, 43, 104). This opinion is based 
upon his experience with 11 cases. Eight of 
these were men and three were women, and their 
ages ranged from 45 to 79. The duration of the 
pain before autohemotherapy ranged from 
thirty-one to sixty-seven days, and it was severe 
in seven and moderate in four. The trigeminal 
nerve was involved in two, the thoracic nerve 
in six, and the lumbar segment in three. The 
technique used was to withdraw 10 ml. of blood 
from an antecubital vein and inject it immedi- 
ately into the gluteal muscles. Injections were 
given once every three days to start with, and 
then the interval between injections was 


gradually lengthened as the symptoms and signs 
The number of injections given 
ranged from 14 to eight. There were no re- 
actions. Disappearance of the pain was noted in 
the remaining three failed to 


improved 


eight patients; 


respond 


Volvulus in Adults 

IN reporting five cases of volvulus of the small 
intestine in adults, C. H. Talbot (Gut, March 
1960, 1, 76) stresses the urgency for laparotomy, 
with immediate delivery from the abdomen of 
the whole small bowel. In three of his cases no 
‘definite predisposing cause’ could be found, in 
one it was associated with a large multilobular 
supserous lipoma, and in the fifth it resulted 
from adhesions resulting from a partial gastrec- 
tomy eight years previously. ‘Shock’ is a pro- 
minent feature when the volvulus involves the 
whole or a large part of the small intestine, as 
in three cases in this series; it is not necessarily 
a late sign. Pain is usually severe and gripping 
in character, but often continuous. It is usually 
the dominant symptom in small loop volvulus 
and, as in one’ case in this series, may be the 
only definite clinical feature. The patient may 
have one or more bowel actions after the onset 
of the pain, and blood may be passed if the 
lumen of the distal limb of the volvulus is in- 
completely occluded. So far as abdominal 
physical signs are concerned, it is noted that 
obvious distension was present in only one case; 
the diagnosis must often be made in its absence. 
Tenderness may be slight when there is minimal 
congestion of the bowel, or gross and accom- 
panied by rigidity when the bowel is devitalized. 
Peristaltic sounds may be absent, diminished, 
normal, or increased. The behaviour of peri- 
staltic sounds appears to vary with the amount 
of mesentery twisted and the degree of vascular 
impairment of the bowel. Although the exact 
diagnosis may not be made preoperatively, it 1s 
usually possible to decide that a serious abdo- 
minal disaster has occurred. In cases of massive 
volvulus the circulatory volume must be re- 
stored with blood and plasma preoperatively 
When the bowel is gangrenous, there is no 
alternative to massive resection. Postoperatively, 
the possibility of spreading thrombosis occur- 
ring in the mesentery must be kept in mind 
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Peptic Ulcer in Children 


Peptic ulcer is not uncommon in children’, 
according to A. Ramirez Ramos and his col- 
leagues (A.M.A. Journal of Diseases of Children, 
February 1960, 99, 135), who analysed a series 
of 32 cases seen between 1936 and 1958 in 
children up to the age of 15 years. Three were 
under the age of 5 years (5 days, 2 years, and 
4 years). Of the remainder, 26 were aged 11 to 
15 years. There was a marked ‘preponderance 
of males: 25 males and seven females. In 23 
cases the previous history and the family history 
were clear. In three cases there was a family 
history of peptic ulcer 
was a history of rheumatic 


and in two cases there 
treated with 
tour 


fever 


corticotrophin and aspirin. There were 


gastric ulcers (two pyloric, one on the greater 
curvature and one on the lesser curvature), 27 
The ratio 


1:6.5 


duodenal ulcers, and one stomal ulcer 


of gastric to duodenal ulcers was thus 
Complications occurred in 10 cases: perforation 
in two (both ulcers), hamatemesis in 
four, melzna in three, and pyloric stenosis in 
one. One patient died ‘without any therapeutic 


attempt’: a 4-year-old boy admitted in diabetic 


gastric 


coma, who had a hematemesis and perforation 
of one of multiple duodenal ulcers. Fifteen cases 
responded ‘strikingly’ to medical treatment, and 
another five responded more slowly. Two cases 
perforation had an uneventful 


Of the remaining nine W ho 


admitted with 
postoperative course 
two 


medical treatment, 


x-ray therapy, and the re- 


did not respond to 
responded well to 
maining seven were operated on. Of these, 
three had vagotomy, three had vagotomy and 
posterior gastroenterostomy, and one had a 
posterior gastroenterostomy. This last patient 
developed a stomal ulcer four years after the 


anastomosis 


Pylephlebitis 

IN reporting three cases, H. F. Klinefelter, Jr., 
and his colleagues (Bulletin of the Johns Hopkins 
Hospital, February 1960, 106, 65) draw atten- 
tion to the fact that, although relatively un- 
common, pylephlebitis, or septic thrombosis of 
remains a 
disease of high mortality diffi 
considered in the dif- 
fever \ 


1926, 


the portal vein and its branches 
and diagnostic 
culty, and should be 
ferential 
review 

including the three included in this report, show 
often in 


diagnosis of unexplained 


of the 65 cases reported since 


more 


Appendicitis 


that the disease occufs much 


males: only 15°, were females 
is by far the most common illness preceding 
pylephlebitis, occurring in 50 of the 65 patients 
(70%). The mortality rate was 77°, from 1926 
to 1936, and 42%, after 1936. Ten of the 24 
cases reported since 1936 were operated on for 
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appendicitis within twenty-four hours of the 
symptoms, and yet six of them died. “This’, 
the authors comment, ‘seems paradoxical when 
both the incidence and mortality of pyle- 
phlebitis are decreasing, and seems to emphasize 
the urgency of adequate and prolonged anti- 
bacterial therapy postoperatively’. Among the 
15 patients in whom appendicitis was not the 
cause of the pylephlebitis, the mortality rate was 
100°, from 1926 to 1936, and 88% after 1936. 
This is attributed to the fact that diverticulitis, 
the second most common illness preceding 
pylephlebitis, occurs in an older age-group and 
is less often treated as a surgical emergency. 
In diagnosis, the occurrence of chills in 
association with appendicitis or other abdominal 
sepsis is strongly suggestive of pylephlebitis 
Fever is invariable but has no constant pattern 
Jaundice, which occurred in about one-third of 
the cases, is usually mild and does not occur as 
a rule until the terminal stages. Immobility of 
the right diaphragm is a valuable sign, if present 
‘Early and aggressive surgical approach to 
abdominal suppuration is still the most im- 
portant factor in the prevention of pylephlebitis’ 
‘Prolonged antibiotic therapy with the proper 
agents is vital’. Treatment with antibiotics may 
need to be continued for months. If no organism 
can be cultured, massive doses of penicillin 
intravenously or intramuscularly (15 to 30 mega 
units daily, with probenecid), supplemented 
with tetracycline (1 to 2 g. daily) ‘would seem 
to be the treatment of choice’. ‘Ligation of the 
mesenteric veins draining the focus of infection 
may need to be considered, especially in patients 
who do not respond to antibiotics and adequate 
surgical treatment of the primary focus’ 


Drug Resistance in Pulmonary 
Tuberculosis 
\ DETAILED retrospective study by H. E. Thomas 


(Tubercle, February 1960, 41, 37) of 61 patients 
with pulmonary tuberculosis who had developed 
drug resistance to isoniazid, PAS, or strepto- 
mycin, cross-matched with 61 patients who had 
not developed such resistance, ‘provides a strong 
chain of circumstantial that drug 
resistance developed in these patients because of 
inadequate chemotherapy’. Certain findings 
were more common in the diagnostic radiograph 
of those patients subsequently showing bacterial 
drug resistance: an area of disease greater than 
the equivalent of two zones in the radiograph, 
and cavitation, especially if multiple or if the 
diameter of the largest cavity was greater than 
4 cm. Detailed analysis of the chemotherapeutic 
regimes showed a smaller proportion of cases 
in the resistant group than the random group 
who had chemotherapy completely in hospital 


evidence 
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for the first six months of treatment. It also 
showed an increased use of ‘outpatient daily 
PAS and isoniazid’ in the isoniazid-resistant, 
and daily PAS and thrice-weekly streptomycin 
in the streptomycin-resistant cases. The im- 
plication of these findings is that ‘the PAS was 
taken ineffectively and that the imperfect com- 
bined chemotherapy was responsible in some 
measure for the emergence of bacterial drug 
resistance’. It is therefore concluded that, if the 
emergence of drug resistance is to be avoided, 
‘chemotherapy under hospital conditions for at 
least six months is advisable in patients whose 
diagnostic radiograph shows cavitation’. “This 
argument applies even more forcibly if the 
diagnostic radiograph shows either disease whose 
total area exceeds the equivalent of two zones, 
or multiple cavitation, or a cavity with a 
diameter greater than 4 cm. across’. 


Congenital Myopia 

A CLOSE association between congenital myopia 
and maternal disease during pregnancy is 
indicated by a study made by P. A. Gardiner 
and G. James (British Journal of Ophthalmology, 
March 1960, 44, 172). In a series of 38 children 
with congenital myopia, there was a history of 
‘toxemia’ during pregnancy in i9 of the mothers 
(i.e. 50%). In this context the term ‘toxzmia’ 
includes hypertension, pre-eclampsia and renal 
disease. A further 25°, of the mothers gave a 
history of well-defined disease during the preg- 
nancy. In a comparable series of 39 children 
with visual disorders other than congenital 
myopia, only 13°% of the mothers had had 
‘toxemia’ and were ill during the 
pregnancy. What is described as ‘another con- 
trast’ is that ‘most of the diseases mentioned 
by the mothers of myopes had seriously inter- 
fered with health during pregnancy, whereas 
amongst the mothers of children with other eye 
defects the complaints were mainly trivial’ 
Prematurity was not a feature in the myopic 
series of cases: only five were noted as pre- 


only 25 


matures, and at least two of these weighed 5 
pounds (2.25 kg.) at birth. The mean birth 
weight was 7 pounds 3 ounces (3.26 kg.) in the 
myopic group and 7 pounds 6 ounces (3.35 kg.) 
in the other group. The myopia was of a high 
order, being more than —4D in all cases. 


Temperature Changes During 
Anasthesia 


A STATISTICAL analysis has been made by G. G 
Harrison and his colleagues (British Journal of 


Anasthesia, February 1960, 32, 60) of the 
changes in rectal temperature of 248 children 
and infants undergoing genera) anesthesia and 
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surgery in an air-conditioned operating theatre 
in Cape Town. The temperature of the theatre 
in the majority of cases ranged from 71° to 
75° F. (21.7° to 23.7° C.) and the humidity was 
71% to 75%. The anesthetic in 166 cases was 
halothane, nitrous oxide and oxygen. In the 
majority of the remaining 82 
nitrous oxide and oxygen and ether. The ages 
of the children ranged from premature newborn 
to 11 years, the weight range was 3 pounds 
12 ounces to 96 pounds (1.7 to 43.6 kg.), and 
the range of duration of anesthesia was 20 to 
360 minutes. There was a mean fall of tempera- 
ture in all cases: 2.1° F. (range, —8.4° F. to 

2 F.) in all the halothane series, and 1° F. 
(range, -10° F. to + 3° F.) in the remainder. 
The difference is ‘statistically highly signifi- 
cant’. There was a significantly greater fall in 
temperature in the infants and children who 
weighed less than 20 pounds (9 kg.). The pre- 
operative temperature of the patient had no 
effect on the mean change in temperature under 
The mean fall in temperature in 
neonates was 5.9 F. but when hot-water bottles 
at 101. F. (38.3° C.) were placed under them 
on the operating table the mean fall was only 
3.2° F 


cases it was 


anesthesia 


Liquid Nitrogen and Warts 

‘THE advantages of liquid nitrogen therapy are 
summed up as follows by J. M. Goodman 
(Canadian Medical Association Journal, March 
19, 1960, 82, 628). “The cosmetic result is 
excellent. Dressings are usually not necessary 
Healing is rapid. The material is easily applied 
to irregular surfaces. The depth of refrigeration 
is readily controlled. Large warts can be treated 
without fear of sequela. Numerous lesions can 
be treated at one visit’. These conclusions are 
based upon the author’s results in over a hun- 
dred cases of warts, including verruce vulgaris, 
verruce plane juvenilis, periungual verruce and 
verruce filiformis. The results were particularly 
satisfactory in cases of periungual warts. Of 36 
periungual warts, 32 were successfully treated 
with liquid nitrogen. Care must be taken to 
ensure that the liquid nitrogen is applied only 
to the lesion and to a narrow rim round it. A 
stinging sensation, that lasts for a few hours and 
is accentuated by pressure, follows its applica- 
tion. A blister may form within three days: this 
is more likely to occur in areas with thin skin 
and over joints. In the treatment of a single 
verruca, one application is sometimes sufficient. 
If a further application is necessary, it can be 
given in three weeks. It is also said that liquid 
nitrogen ‘was found to be a useful adjunct in 
the treatment of selected cases of leukoplakia, 
seborrheic keratoses, keloids 


nevus araneus, 


and hemangiomas’. 
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REVIEWS OF BOOKS 


Surgery and Clinical Pathology in the 
Tropics. By CHARLES BOWESMAN, 0O.B.E., 
M.D., F.R.C.S.Ep., F.A.C.S., D.T.M. & H. 
Edinburgh: E. & S. Livingstone Ltd., 
1960. Pp. 1068. Illustrated. Price {5 10s. 

Most surgical textbooks coming to the reviewer 

today are a symposium on abstract and usually 

biochemical aspects of surgery by a group of 
specialist registrars whose surgical armamen- 
tarium is limited to the artificial kidney, the 

Geiger counter, and the The 

eminent decorates the 

cover contributes only a preface, congratulating 
himself on having been able to secure the col- 
laboration of such a brilliant Charles 

Bowesman’s book is as different as it could be; 

indeed the only previous book that approaches 

its comprehensive outlook is “The Operations 
of Surgery’ published by W. H. A. Jacobson in 

1889, and long out of print. Whilst Jacobson 

was able to survey the whole of world surgery) 

Bowesman has been able to do the same for the 


tape recorder 


surgeon whose name 


team 


present-day surgery of the greater part of the 
world’s surface. The task he 
to give first-hand practical advice on all those 


has attempted 


conditions that may call for surgical treatment 
in tropical countries The 
literature of tropical medicine is almost limited 
to scientific contributions in the fields of bac- 
teriology, parasitology nutrition 
hygiene and social medicine. There 
tical book on tropical surgery, and the books or 
operative technique available to the 
surgeon, written for the most part by men who 


is urgently needed 


biochemistry 
is no prac- 
tropical 
have never been in the tropics, advise methods 
that are 
handed 
already debilitated 

That the author knows these 
shown by some of his advice: he 
for sugar with the ‘clinitest’, for a spirit lamp in 


useless to the man working short- 


under adverse conditions on patients 
difficulties is 


advises te sting 


the tropics never contains spirit, and he advises 


the Taliquist hemoglobinometer since ‘it is 
better to examine a large number of patients 
with moderate than to 
small number with considerable accuracy, ne- 
glecting the others’ 
abstracts of the papers he has read, some verg- 
ing on the bizarre, like that of the doctor in 


the Philippines who treated five babies with 


accuracy, examine a 


In each chapter he gives 


intussusception successfully, by giving them an 


enema of 1% sodium bicarbonate followed by 


one 1% tartaric acid, and holding the buttocks 
together till the intussusception was blown back 

This book gets our enthusiastic commenda- 
tion. To the working under the 
pampered conditions of a Welfare State, or the 


consultant 


postgraduate working through the latest text- 
books, it brings the fresher air and the healthier 
outlook of the wide open spaces 


World Medical Research: Principles and 
Practice. By HARRY SUTHERLAND GEAR 
M.D., D.P.H., D.T.M. & H., F.S.s. London 
Butterworth and Co. (Publishers) Ltd., 
1959. Pp. 123. Price 30s. 

Dr. Gear is particularly concerned to discuss 

the work of the World Health Organization and 

other international organizations in the field of 
research. He bases his study upon an examina- 
tion of Ancient civilizations and 
after the European renaissance. There are three 
chapters on the work of the World Health 

Organization explaining how the present 

position of the Organization came about and 

what is the nature of its present contribution 

He rightly stresses the work of the expert com- 

mittees and the great part which WHO plays 

in applied research arising out of work in the 
field. Apart from this, WHO sponsors research 
but except in rare instances does not actually 
conduct it; nevertheless the rare instances in 
which WHO has conducted direct research in 
insecticide resistance, 
nutrition have yielded important 
which are discussed at length. Dr 
interesting contribution to the 
international research lies in his 
discussion of the need for freedom in research 

By careful examination of what has happened 

in the past and is happening today, he gives 

warning of the need for care in inter- 
safeguard 


research in 


communicable diseases, 
cancer and 
results 
Gear's most 
question of 


timely 
national operations if we are to 
freedom in research in the future 

interesting and valuable 


This is a most 


publication 


Klinische Chirurgie fiir die Praxts. 
Volume 1, part 1. Edited by Prof. 
QO. Diesoitp, Prof. H. JUNGHANNs, 
and Prof. L. ZuUKSCHWERDT. Stutt- 
gart: Georg Thieme, 1959. Pp. 184. 
Illustrated. Price DM 36. 

Tue editors of this publication are producing 

modern, comprehensive 

work on clinical surgery for the practising sur- 
geon contributors includes 
specialists from centres in Germany, Austria, 

Yugoslavia, and will cover 

general and traumatic surgery, chest surgery, 

urology, orthopedics and neurosurgery. Each 
volume will consist of about five instalments, of 
which this is the first. This first part covers the 
and treatment of wounds, surgical 


in four volumes a 


Their team of 


Switzerland and 


pathology 





814 


infections and burns. It is well produced and 
illustrated in black and white. The bibliography 
is extensive and up to date, including many 
references from English-speaking countries 
The publication of the remaining volumes will 
be awaited with interest 


Diagnosis in Locomotor Disorders. By Ken- 
NETH STONE, D.M., M.R.C.P. London: 
Oxford University Press, 1960. Pp. 22 
Illustrated. Price 25s. 

IN this book the major symptoms and signs 

occurring in the rheumatic diseases and in the 

disorders of the locomotor system are 
sidered alphabetically and the various diseases 
which can be responsible for their production 
are discussed and their differentiating features 
emphasized. No other book deals with the diag- 
nostic problems of the locomotor disorders in 
this way. The book covers much of rheumato- 
and the 


con- 


logy, neurology and orthopedics 
original approach results in a series of stimu- 
In a book of this sort the prob- 


It is 


lating articles 
lem is what to include and what to omit 
easy to suggest useful additions but it is sur- 
prising that in the discussion of acute febrile 
polyarthritis there is no mention of bacterial 
endocarditis or of the value of the investigation 
of blood culture. Nodules are mentioned in 
various places throughout the text but it might 
have been better to give them a specific section 
Splenomegaly in the rheumatic diseases and 
pain in the thumb and in the hallux would also 
have been useful additional articles 

These, however, are minor blemishes. This 
is an excellent book and can be confidently 
recommended to general practitioners and hos 
pital officers. It contains the fruit of much 
experience and in addition it is concise, inex- 
pensive, pleasantly written, readable and well 
illustrated with photographs and line drawings 
Repetition is avoided by the use of cross- 
references. Many of us have felt that a book 
such as this was required on the diagnosis of 
the locomotor and Dr. Kenneth 


Stone is to be congratulated on having filled 


disorders 
the gap so capably 


Forensic Medicine: Observation and Inter- 
pretation. By A. KettH MANtT, M.D. 
London: Lloyd-Luke (Medical Books) 
Ltd., 1959. Pp. 262. Illustrated. Price 
42s. 

THE objects of the book can be 

marized as what to do at the scene of a crime 

Armed with this book, the practitioner should 

be able to recognize when to leave alone and 

what to advise. As there are many other books 
which contain much the same information, and 


fairly sum- 
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more in addition, it would be unfair to recom- 
mend the medical student to incur additional 
expenditure. For those who are qualified and 
entering practice, however, it could be a valu- 
able asset especially as it also describes in dctail 
how to examine cases of rape and sexual 
deviation. Strangely, the examination of intoxi- 
cated drivers is omitted, so that it does not 
completely cover all the potential work of the 
police surgeon 

The book is well produced on good paper 
and copiously illustrated with photographs 
The reason for the inclusion of some of them 
is sometimes a little difficult to understand. 
Further, as the faces of the victims are some- 
times recognizable, it is to be hoped that it will 
not be available to the general public in 
libraries. It can undoubtedly be recommended 
as an addition to the library of anybody who is 
likely to be confronted with such medico-legal 
problems and to senior investigating police 
officers, but whether the somewhat gruesome 
pictures will appeal to laymen such as members 
of the legal profession, is a matter for specu- 
lation. 


Basic Physics in Radiology. By L. A. W. 
KEMP, Pu.D., F.INst.P., and R. OLIVER, 
M.Sc., F.INst.P., A.M.I.E.E. Oxford: Black- 
well Scientific Publications, 1959. 
Pp. 329. Illustrated. Price 35s. 

Tuts volume brings together information which 

is difficult to find in any other one volume, and 

is primarily intended for those who are involved 
in any radiological study, such as radiographers 
in training and for students taking their diploma 
in radiology. The whole field of necessary 
physics is covered with the exception of the 
problems of protection in radiology. The text 
is lucid, and the diagrams, of which there are 
many, are of good quality. A knowledge of 
mathematics is of course essential when reading 
this book, but it can be recommended for 
individuals who have to master basic physics in 

a short space of time. The authors are to be 

congratulated upon this work. 


Hypnotism for Medical and Dental Practi- 
tioners. By A. A. MASON, M.B., B.S. 
London: Secker & Warburg, 1960. 
Pp. 223. Illustrated. Price 30s. 

No treatment in psychiatry has had so much 

claimed for it as hypnosis. Within the last few 

years a spate of books in this country and 

America has poured forth on the subject, some 

good, some bad, some indifferent; and hardly 

one giving any figures to substantiate the claims 
their authors have put forward. Public interest 
in hypnosis is fanned by articles in the lay 
press and by television programmes, and leads 
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to patients asking the psychiatrist for hypno- 
In fact the practising psychiatrist finds 
the facts speak for 


therapy 
hypnosis of Jittle real value 


themselves, for if it were as useful as it is 
claimed to be, hypnosis would be one of the 
widely 


mentarium 


most used treatments in our arma 


The hypnotists, of course, claim 
that this is the result of ignorance or prejudice 
but what doctor worth his salt can afford to be 
prejudiced? 

Dr. Mason has had this 
must be an unrivalled practical experience of 


what, in country 
hypnosis, and has contributed some interesting 
case reports to the literature. He is well aware 
of the shortcomings of hypnosis, and is engaged 
his, his 


first book, is composed of lectures on the basic 


in research on its therapeutic value 


which he has 


delivered over the last six years to audiences of 


theory and practice of hypnosis 


doctors and dentists attending courses on the 
subject. As might be expected from such an 
experienced hypnotist, the book makes interest- 
ing reading. Apart from the inevitable feeling 
of ‘sameness’ which the reader experiences in 
that part of the book dealing with the historical 
development of hypnosis, and in some parts of 
there is a real attempt 


objec 


the chapter on technique 
to approach the subject in a critical and 
tive manner. Dr. Mason has tried to adhere to 
general principles, rather than to describe the 
T h S makes 


interest to the t 


treatment of individual diseases 


the book 
than to the average doctor or dentist 
the book 


it is a little too removed from 


spec ialist 


Inde ‘ d 


ot greater 


in some respects falls between two 


stools ordinary 


practice and not quite specialized enough 


There is a short chapter on the use of hypnosis 
Dawson Watts 


on its use in obstetrics, by S. D 


and anothe r 
Perehard 


The definitive simple textbook on 


in dentistry, by K 


hypnosis 


has yet to be written; in the meantime, Dr 


be 0k 


Mason’s is as good an account as yet 


exists 


Irthritis: Medical Treatment and Home 
Care. By JoHN H. BLAND, M.D. New 
York: The Macmillan Co., 1960. Pp. 
208. Illustrated. Price 34s. 6d. 

‘THERE are so many bad and even harmful books 
written about 
patients that it is a pleasure to read one so full 
of sensible and kindly The author has 
not gone deeply into the medical aspects 


arthritis and rheumatism for 
advic e 
but has 
stressed how much sufferers can do for them- 
selves and has explained carefully many points, 
such as the various ‘cures’, about which there is 
often confusion. The 
Americans but it can 
mended by doctors for their 


country 


is written for 
} 


book 
confidently be recom- 


patic this 


The Royal Edinburgh Hospital for Sick Chil- 
dren 1860-1960. By DouGLas GuTHRIE, 
M.D., F.R.C.S.Eo. Edinburgh: E. & S. 
Livingstone Ltd., 1960. 
trated. Price 17s. 6d. 

IN this modest volume Dr 

pleasing sketch of a hospital which has always 

tended to be overshadowed by that giant of the 

Edinburgh Medical School—the Royal In- 

Whether the which the 

Royal Infirmary has enjoyed until recent vears 


Pp. 75. Illus- 


Guthrie presents a 


firmary monopoly 


has been to the benefit of the School may be 
arguable, but it is not the only factor that was 
Sick Kids’, 
ately known to generations of medical students, 


responsible for as it was affection- 


rather in the background 
reluctance of the 
hierarchy to look 

The reader of 
commemoration volume has only to 


always remaining 


Equally was the 


important 


Edinburgh medical upon 


pediatrics as a specialty this 
centenary 
cast his over the list of physicians to 
that quite 
paediatrician in the modern sense of the term 
All the others were pre- 


general physicians, with 


eyes 


realize until recent years the only 


was John Thomson 
dominantly a special 
in diseases of children 


it is disappointing that Dr 


interest 

Even so, Guthrie 
has not written a fuller history of a hospital 
which has no need to hide its light under a 
bushel. He is particularly well qualified to do 
so, as he is not only one of our leading medical 
historians but was a distinguished member of 
the staff of the hospital for many years. What 
he and the colleagues whom he has called in to 
assist him given us, however, makes 
reading, and all their 
Sick Kids’ will be glad to have 
this brief outline of the hospital which served 


and the children of Edinburgh 


have 


excellent who learned 


pediatrics in 


them so well 


NEW EDITIONS 

Bedside Charles 
P.Ep., fifth edition (E. & S. Livingstone 
The popularity of this book can be 


Diagnosis, by Seward, M.D., 
Ltd., 25s.) 
gauged by the fact that the present edition is 
the fifth in eleven years, and that there have 
been translations into both Spanish and Portu- 
guese. For those who may still be unfamiliar 
with the work, its aim is first to discuss normal 
anatomical and physiological mechanisms and 
then to point out how these may be deranged 
Dr. Seward then takes the patient’s dominant 
complaint and analyses it logically and in detail 
The new edition contains substantial additions 
and the reviewer is particularly attracted to 
those dealing with the segmental reference of 
pain in spinal disease, and the clarifying con- 
and 


siderations of the etiology of bronchitis 


emphysema. The book is strongly recom- 


mended 
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Christopher's Textbook of Surgery, edited by 
Loyal Davis, M.D., seventh edition (W. B. 
Saunders Co., £5 19s.).—The 
popularity of Christopher's textbook, is that 
its main aim is not so much to cram as much 


secret of the 


information as possible into the student’s head, 
as to guide him to basic surgical principles and 
to teach him think. The balance is 
admirably maintained. The chapters on special 
subjects, such as cardiac and neuro-surgery are 
adequate for any under- or post- 
graduate, but none has been allowed to take 
the character of a monograph 


how to 


student, 


Essentials of Orthopedics, by Philip Wiles, M.s., 
F.R.C.S., F.A.C.S., in its third edition (J. & A 
Churchill Ltd., 70s.) needs no introduction and 
a sufficient indication of its popularity is that it 
has now third with two 
reprints since it was first published ten years 


reached its edition 


under- 
and a 


ago. Orthopedic surgery is constantly 
going change, 
common-sense necessary to 
evaluate the virtues of recent advances—these 
the author possesses in full measure. The new 
edition has been completely revised and brought 
up to date with only a slight increase in the 
number of pages. For the first time a biblio- 
graphy for further reading has been included 
as an appendix: this is a welcome addition 
Among valuable sections are those on common 
conditions such as low back pain, osteoarthritis 
of the hip, the painful shoulder and foot defects 
which will be of great 
to the family doctor. The author is to be con- 
gratulated on this work which will continue to 
flourish and remain one of the most popular of 
orthopedic textbooks among undergraduates, 
postgraduats and general practitioners. 


and vast experience 


approach are 


interest and assistance 


Recent Advances in Public Health, by J. L 
Burn, M.D., D.HY., D.P.H., in its second edition 
(J. & A. Churchill Ltd., 40s.) is for all practical 
purposes a book. It has given an 
entirely new look, more in keeping with modern 
views of public health as it concerns the doctor, 
inspector and ‘public 
as he is now known, all those 


new been 


leaving to the sanitary 
health engineer’, 
problems of sanitation and water supplies which 
used to make undergraduate courses in public 
health such a subject. The 
chapter headings typify the outlook of the book 

—The public health team’, ‘Cooperation with 
the family doctor’, ‘Care of the family’, ‘Care 
of mothers and children’, some 
aspects of epidemiology’. Dr 
congratulated on a job well done. He has pro- 
duced a book which should be read by every 
entrant into general practice 


dull and dreary 


Notes on 
Burn is to be 
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Voloy’s Evaluation of the Pelvis in Obstetrics, 
by C. M. Steer, M.D., MED.SC.D., F.A.C.S., 
F.A.c.0.G. (W. B. Saunders Co., 28s.) in its 
second edition is rewritten by a later collaborator 
of Caldwell and Moloy, and is a restatement of 
knowledge of the bony pelvis in obstetrics. It 
outlines the well-known classification of its 
first author and describes the influence of pelvic 
type on the mechanism of labour and the 
management of forceps delivery. Ways of in- 
ferring the shape of the brim from clinical 
examination of the lower pelvic straits are sug- 
gested. Coming from such an authority, whose 
work has necessarily been based upon x-ray 
pelvimetry, this is encouraging. X-ray examina- 
tion, however, is still performed on 10% of 
his patients, and yet nowhere is the genetic 
hazard of this mentioned. This is unfortunate, 
for in some cases he recommends brim views 
at a time when we are trying to restrict their use. 
This is a useful, succinct work, which will need 
some modification of its recommendations in the 
radiological sphere before they are accepted in 
practice in this country. A critical reading is 
both instructive and interesting. 


Physiotherapy in Obstetrics and Gynecology, by 
Helen Heardman, revised by Maria Ebner, 
M.c.s.P. (E. & S. Livingstone Ltd., 20s.). 
The second edition of this book, which is in- 
tended to teach physiotherapists to train their 
patients in the achievement of what is now 
commonly known as natural childbirth, follows 
closely the content of the first edition published 
in 1951. Certain clarifications have been made 
in the text and fresh material in relevant 
applied anatomy and physiology has been in- 
corporated. Fresh statistical material supporting 
the place of physiotherapy during pregnancy, 
labour and the puerperium has been added. 
Physiotherapy in gynecological practice is con- 
sidered carefully. The book can be recom- 
mended to all physiotherapists and contains 
much of interest to the general practitioner 
obstetrician as well as to the specialist 


The contents of the July issue, which will contain a 


symposium on ‘Diseases of the Eye,’ will be found on 


page A134 at the end of the advertisement section. 


Notes and Preparations sce page 8:7 
Notes from the Continent see page 821 
Fifty Years Ago see page 823 
Motoring Notes sec page A 8y 

Travel Notes see page A 93 

Bridge Notes see page A 97. 
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in oedema 
hypertension 
suppression of lactation 
foxaemia of pregnancy 


sodium retention syndromes 


NEW 


Contgl 


BENDROFLUAZIDE 


the more potent diuretic 


that induces physiological diuresis 





CENTYL—THE SELECTIVE DIURETIC 
selective sodium and chloride excretion without potassium depletion 
Centyl is a new and improved diure liscovered in the Leo Laboratories in Copenhagen, Denmark 
Given orally, Centyl is 100 times more potent than chlorothiazide, weight for weight 
and almost twice as effect as the parenteral mercurials. Further, although the sodium 
excretion rate is greatly increased, potass xcretion normally remains within physiological limits 
Thus Centyl, promoting phy ogical iresis, approaches the criteria for the ideal diuretic 


CENTYL promotes physiological diuresis 
Centyl is bendrofluazide : It is available in 2-5 mg. or 5 mg. tablets, in bottles of 
25, 100 and 500. Average basic NHS cost of Centyl treatment ts 
as low as 8d to 2/- per week 

¢ 
> 
4 


& 22% 
e 


Samples 
Leo Laboratories, 223 Kensington High Street. London W 8. 
“Centyt’ is @ registered trade mar 
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and literature available from 
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Menstrogen treatment of secondary amenorrhea is aimed at restoring 
both menstruation and ovulation. After only four or five months’ 
treatment the restoration of normal pituitary- ovarian activity will 
result in natural cyclic bleeding. 


Menstrogen 


DOSAGE PACKS 


4 tablets daily for 5 days Tablets each containing 
Ethinyloestradiol B.P.... 0.01 
or 1 mi. by intramuscular injection Ethisterone B.P. ... ... 10.00 
daily for 2 days. Within 3-5 days In packs of 20 and 60. 
A les each 
after tr hdr af p 
ee Nene Ethinyloestradiol B.P.... 0.02 mg. 
bleeding should vcur Progesterone B.P.... ... 12.5 mg. 
In packs of 2 = 1 mi. and 6 = 1 mi. 








ORGANON LABORATORIES LIMITED 





NOTES AND PREPARATIONS 


NEW PREPARATIONS 
‘ALDACTONE’ tablets each contain 100 mg. of 
spironolactone, a synthetic steroid which acts at 
the distal renal tubule by blocking the action of 
aldosterone and of other sodium-retaining com- 
pounds. They are said to promote diuresis in 
cases which do not respond to ‘con 
diuretics’, and ‘improved results may 
achieved in the treatment of 
cedema, cirrhotic edema and ascites, the ne- 
phrotic syndrome and idopathic edema’. The 


are well- 


ventional 
thus be 


resistant cardiac 


do not increase potassium excretion 
tolerated, and side-effects are ‘very rare’. The 
should normally be prescribed ‘in 
with a Available as 
compression-coated yellow tablets in bottles of 
20 and 100. (G. D. Searle & Co. Ltd 
End Road, High Wycombe, Bucks 


issociation 
conventional diuretic 


Lane 


“CAMYNA’ preparations contain 4-hydroxy-2-oxo- 
benzoxathiol and are intended for the topical 
treatment of acne vulgaris and allied conditions 
They are said to: loosen the scales and promote 
peeling; fatty 
material; have an anti-bacterial and anti-fungal 
effect; and stimulate the locally 

Available as a colourless tincture (glass bottles 


reduce excessive secretion of 


circulation 
of 20 ml. containing 5 mg. per ml.) for use 
during the day, and at night if desired, and as a 
lotion (plastic bottles of 20 ml. containing 2 mg 
per ml.) for use at night. (Boehringer Products 
Division, Pfizer Ltd., 137-139 Sandgate Road, 
Folkestone, Kent.) 


‘CENTYL’ tablets contain bendrofluazide and are 
The \ 
are said to be 100 times more potent, weight 
for weight, than 
twice as effective as the parenteral mercurials 
‘normally 
Available 


in bottles of 25 


indicated ‘whenever diuresis is required 


chlorothiazide and almost 


Potassium excretion remains within 
as tablets con- 
100 and 


High 


physiological limits’ 
taining 2.5 or 5 mg., 
500. (Leo Laboratories, 223 
Street, London, W.8.) 


Ke nsingtor 


‘FALAPEN’ tablets each contain 500,000 j.u. of 
benzylpenicillin ‘in a form which permits the 
release of an immediate dose and a gradual dose 
They are indicated in ‘all acute infections caused 
by penicillin-sensitive organisms and also where 
prophylactic administration is called for’, and 
one tablet is said to give adequate cover for 
twelve hours. Available in boxes of 100 in a foil 
pack. (Duncan, Flockhart & Co. Ltd., 16 Wheat- 
field Road, Edinburgh 11.) 


‘PULVULES CO-PYRONIL’ each contain ‘25 mg. of 


methapyrilene, 15 mg. of pyrrobutamine, and 


12.5 mg. of cyclopentamine hydrochloride. They 
are intended for the treatment of ‘various allergic 
Available in packs of 25, 100 and 
(Eli Lilly & Co. Ltd., Basing- 


reactions’ 
1000 capsules 
stoke, Hants.) 


SURFADIL’ is a cream for local application in 
irritant skin conditions due to allergy, inse-. 
bites or sunburn. Each gramme contains 0.5‘ 
of cyclomethycaine and 2% of methapyrilene 
and it has a vanishing-cream base. Available in 
tubes containing 28 g. (Eli Lilly & Co. Ltd., 
Basingstoke, Hants.) 


TRESCATYL’ tablets each contain 250 mg. of 
ethionamide and are intended for the oral treat- 
ment of pulmonary tuberculosis ‘in patients for 
whom two or more of the standard anti-tuber- 
unsuitable because of the 


culosis drugs are 


presence of drug-resistant organisms or other 


The manufacturers state 
that, when possible, sensitivity of the patient’s 
organisms to available drugs and to ethionamide 
determined before treatment is 
started, and it must be given in conjunction 
with the most suitable of the other available 
anti-tuberculosis drugs. Available in containers 
of 250 tablets. (Pharmaceutical Specialities 
(May & Baker) Ltd., Dagenham, Essex.) 


contraindications’. 


should be 


“VALGRAINE’ tablets each contain 1 mg. of 
ergotamine tartrate B.P. and 12.5 mg. of 
thalidomide, and are intended for the treatment 
of migraine ‘of all degrees’. They are said to 
relieve the characteristic headache of migraine 
whilst enabling the patient to obtain rest until 
the more distressing symptoms have been re- 
lieved. They are contraindicated in the presence 
of sepsis, cardiovascular disorders, hepatic or 
renal disease, and during pregnancy. Available 
in tubes of 12 and bottles of 100 sugar-coated 
tablets. (Distillers Co. (Biochemicals) Ltd., 
Broadway House, The Broadway, Wimbledon, 
London, S.W.19.) 


PHARMACEUTICAL NOTES 
FBA PHARMACEUTICALS LTD. announce that the 
of their antihistamine preparation, ‘in- 
cidal’, has now been changed to ‘fabahistin’. 
(37-41 Bedford Row, London, W.C.1.) 


name 


Giaxo Laporatorigs Lip. announce the intro- 
duction of ‘crystapen G granules’ to be dissolved 
in water to form a fruit-flavoured syrup for the 
treatment of penicillin-susceptible infections. 
Available in bottles of 12 doses (each of 125 
mg.). Also now available are ampoules of ‘intra- 
thecal (freeze-dried) benzylpenicillin’, each con- 
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taining 20,000 units. Packed in boxes of three 
5-ml. capacity ampoules. (Greenford, Middle- 
sex.) 


SmitH & NepHew Lp. announce that their 
phenazocine preparation, ‘narphen’, is now 
generally available, in ampoules of 1.1 ml. con- 
taining 2 mg. per ml. Their ‘elastoplast’ fabric, 
waterproof and ‘airstrip’ first-aid dressings are 
now available in boxes of 100 dressings, each 
individually wrapped and sterilized. Each type 
of dressing is available in five sizes: 14x } inches, 
24 x | inches, 14 x 14 inches, 14 x 2} inches, 
and 2 x 3 inches. Also available is a new type 
of dry non-adherent dressing consisting of a 
perforated polyester film to which is bonded 
absorbent white lint B.P.C. Available in packets 
of 100 dressings (size 10 x 10 cm.) and 50 dress- 
ings (sizes 10 x 10 cm. or 20 x 30 cm.). (Medical 
Products Group, Bessemer Road, Welwyn 
Garden City, Herts.) 


A. WANDER Lrtp. announce that their prepara- 
tion, ‘pasinah’, is now available in an additional 
strength, to be known as ‘pasinah-302’. Each 
cachet contains 2 g. of sodium aminosalicylate 
B.P. and 50 mg. of isoniazid B.P. Issued in tins 
containing 180, packed in daily units of 6 
cachets. (42 Upper Grosvenor Street, London, 
W.1.) 
FILM NEWS 

Hospital Team in Action (16 mm., colour, sound; 
running time 16 minutes) is a Ministry of 
Health film made to interest young girls in the 
opportunities offered by the hospital service by 
showing some of the careers available, a number 
of which are also of interest to boys. Copies 
may be obtagned from the Central Film Library, 
Government Building, Bromyard Avenue, 
Acton, London, W.3, at a charge of £1 for the 
first day and 4s. for each subsequent day. 


Understanding Aggression (16 and 35 mm., 
sound; running time 23 minutes) is a Ministry 
of Health film which shows how important it 
is for those who have the daily care of psychi- 
atric patients to understand not only the patients 
and their backgrounds, but themselves also. 
Copies may be obtained from the Central Film 
Library, Government Building, Bromyard 
Avenue, Acton, London, W.3. The charge for 
a 16-mm. print is ros. for the first day and 2s. 
for each subsequent day. 


That They May Live (16 mm., colour, sound; 
running time 28 minutes) presents the latest 
advances in training aids for direct artificial 
respiration. Available on free loan upon appli- 
cation to the Medical Information Department, 
Smith & Nephew Ltd., Bessemer Road, Welwyn 
Garden City, Herts. 
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FORTHCOMING CONFERENCES 
THE 122nd Annual Meeting of the British Asso- 
ciation for the Advancement of Science will be 
held in Cardiff from August 31 to September 7, 
1960, under the Presidency of Sir George 
Thomson, F.R.S., Master of Corpus Christi 
College, Cambridge. The title of the Presidential 
Address will be ‘The Two Aspects of Science’. 
Further information about the programme can 
be obtained from the Secretary of the Associa- 
tion, by calling at 18 Adam Street (third floor), 
London, W.C.z2, or by telephoning TRAfalgar 
5733- 


Further details are now available of the subjects 
for discussion at the Second Joint Conference 
between the Society of Medical Officers of Health 
and the College of General Practitioners which 
was mentioned in our March issue and wil] be 
held in Birmingham during the weekend of 
July 16-17. These are: ‘Contributions to Com- 
munity Health’, under the chairmanship of Dr. 
Ernest Bulmer; “The Application of Co- 
ordinated Preventive Activities to Social Prob- 
lems’, which will be dealt with in two sessions: 
(1) ‘Mental Health’ under the chairmanship of 
Dr. Arthur Beauchamp, (2) ‘Air Pollution and 
Respiratory Diseases’ under the chairmanship 
of Dr. H. D. Chalke. Full programme and 
application form may be obtained from Dr. J. 
Beatson Hird, 97 Hillmeads Road, Kings 
Norton, Birmingham, 30. 


AWARDS 

DurInG the next four years the Nuffield 
Foundation is to provide £50,000 to enable 
twelve general practitioners from the United 
Kingdom to spend six months abroad studying 
subjects of importance to general practice. A 
similar award will be made in rotation each year 
for a doctor from Australia, New Zealand, 
Canada and South Africa. The scheme has been 
devised in cooperation with the College of 
General Practitioners, and details of the first 
awards are as follows :— 

Three Fellowships (each for a period of six 
consecutive months) to enable general medical 
practitioners of outstanding ability, preferably 
between the ages of 35 and 45, to undertake 
approved study overseas in July-December 
1961. The value of the award will cover for the 
Fellow (and for his wife) tourist return travel 
by air and other fares at tourist rates, together 
with an adequate subsistence allowance. 

Three Assistantships to enable suitable persons 
to gain experience as locum tenens in the prac- 
tices of the Fellowship holders in their absence 
from the United Kingdom. The value of the 
Assistantship award will be up to £750 for six 
months, in addition to travelling expenses. 
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tersavid [ygtelgelfela 


1-benzy!-2-pivaloy! hydrazine hydrochlorid 


Often highly effective and successful. 
Side effects few. In many patients 
Tersavid gives excellent results and 
treatment can be maintained with this 
drug. 
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Anaxer\ 
Bailly 


highly effective in seborrhoea, 
psoriasis, and 
seborrhoeic dermatitis 


For every patient with seborrhoea and seborrhocic 
dermatitis, Anaxery! Bailly offers effective, safe 
control. Anaxery! Bailly produces rapid improvement 
in seborrhoea by clearing away useless tissue debris 
and encouraging the rapid formation of healthy skin 
As the condition improves, the pruritus that so often 
accompanies skin conditions of this sort is reduced 
Anaxeryl Bailly is also effective in the treatment of 
psoriasis, dry eczema, lichen planus and lichenifi- 
cation 

In these and similar skin conditions Anaxery! Bailly 
brings effective, safe control. 


Formula Active constituents 
Di-oxyanthranol 0.22G 
Ichthyol 0.85G 
Salicylic acid 0.30G 
Resorcin 0.20G 
Packs and Basic NHS costs 
40G tubes 2/4d 1 Ib dispensing jar 13/4d 


Bengue & CoLltd MountPleasant Wembley Middlesex 





NOTES AND 
Applications for these awards must be re- 
ceived not later than October 31, 1960. Full 
details and application forms may be obtained 
from The Director, The Nuffield Foundation, 
Nuffield Lodge, Regent’s Park, London, N.W.1 


PRIZES 

To encourage new authors, prizes totalling 
£1000 are offered by Mills & Boon Ltd., pub- 
lishers, for full-length prose works with a 
medical background. Entries are invited for 
(1) a romantic novel and (2) a work of fiction 
or non-fiction (other than a medical textbook) 
outside category (1). Prizes offered in each class 
are: 1st £350 and publication on usual royalty 
and other terms, 2nd £100 and 3rd £50. Full 
details and entry forms may be obtained by 
sending a stamped addressed envelope to Mills 
& Boon Ltd. (Comp.), 50 Grafton Way, 
London, W.1. 


NEW JOURNAL 

THE Society for the Study of Fertility has just 
produced the first issue of its official journal 
under the title of Journal of Reproduction and 
Fertility. The journal will replace the annual 
volumes entitled ‘Studies on Fertility’ which 
have hitherto included the Proceedings of the 
Society, and is edited by Dr. C. R. Austin, with 
Dr. A. S. Parkes as chairman of the editorial 
board. It will appear quarterly, in February, 
May, August and November, and will include 
original articles, abstracts of Proceedings, and 
occasionally reviews and bibliographies dealing 
with the morphology, physiology, biochemistry 
and pathology of reproduction in man and other 
animals, and with the biological, medical and 
veterinary problems of fertility. The first issue 
is dated February 1960, and the annual sub- 
scription is 70s.; $12 in the United States 
The publishers are Blackwell Scientific Publi- 
cations Ltd., Oxford. 

SOCIAL SECURITY RECIPROCITY 
Two new agreements on social security signed 
in Bonn recently cover all the benefits provided 
by the United Kingdom schemes of National 
Insurance, Industrial Injuries Insurance and 
Family Allowances and the corresponding 
benefits in the Federal Republic of Germany 
and in Western Berlin. The agreements will 
enable insurance records in the two countries 
to be added together for the purpose of estab- 
lishing the right to benefit in either country. 
Certain benefits of each country will become 
payable to people who are resident in the other 
country. Many people resident in the United 
Kingdom who were insured in Germany before 
the 1939-45 War will receive arrears of pension 
from May 1945. The agreements will not come 
into force until they have been ratified 
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WORLD MORTALITY STATISTICS 
AccorDING to the WHO annual statistical report 
for 1956, the death rate for males per 100,000 
population from tuberculosis was 12.1 in the 
United States, compared with 17.7 in England 
and Wales and 40.8 in Austria. The comparable 
figures for malignant neoplasms were 158.5, 
227.4, and 260.6. In the United States cardio- 
vascular disease among males was responsible 
for 52.7°, of all deaths, compared with 48.2°% 
in England and Wales, and 37.2°, in Germany. 
The comparable figures for accidents were 
7.4%, 36%, and 7%. 


SMALLPOX 

IN 1959, only some 72,000 cases of smallpox 
were reported throughout the world (outside 
China), compared with 242,000 cases in 1958. 
This marked fall in incidence is almost entirely 
due to the epidemic in India and East Pakistan 
in 1958 which accounted for some 218,000 
cases. Some 3000 cases were recorded in the 
Americas, the main foci being Brazil, Columbia 
and Ecuador. In Europe, imported infection 
accounted for 19 cases in Heidelberg in January. 
One case, imported by air from India, was 
reported in East Berlin, one in Liverpool, and 
one in the U.S.S.R. 


UNDIAGNOSED DIABETES 

For every known diabetic in Britain there is 
one unknown case. Out of every 1000 people 
in the country, five are diabetics and know it, 
and another five are diabetics and do not know 
This means that there are more than 250,000 
people who are known to be diabetics and are 
receiving treatment, and another 250,000 who, 
unbeknown to themselves, are victims of the 
disease. These are some of the figures quoted 
at the British Diabetic Association's Banting 
Memorial Meeting recently. 


PSYCHIATRY AND THE G.P. 
“THE extended courses in psychiatry for general 
practitioners continued to prove popular, and 
have clearly established themselves as part of 
the contribution by this Institute to the further 
education of this interested and appreciative 
group of doctors’. Annual report of the Institute 
of Psychiatry for the year ended July 31, 1959 


NEW RADIOACTIVE LABORATORIES 
Two new laboratory blocks recently opened at 
the United Kingdom Atomic Energy Author- 
ity’s Radiochemical Centre at Amersham include 
radioactive ‘caves’ which are the most up to date 
in the world and are capable of handling large 
quantities of highly radioactive materials in 
complete safety. The new laboratories provide 
improved facilities for the synthesis of labelled 
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compounds with radioactive carbon and tritium 
and for chemical operations with radium and 
similar elements. 


THE WELFARE STATE 
‘Can this welfare state have helped us to be- 
come physically healthy, miserably happy, and 
spiritually starved, with insecurity in our well- 
being and lack of purpose in our living?’. Dr. 
M. S. Harvey, Medical Officer of Health for 
Canterbury, in his annual report for 1958. 


PUBLICATIONS 

British National Formulary 1960, which comes 
into operation on July 1, 1960, follows the style 
of previous editions, and on this occasion the 
Ministry of Health is supplying the standard 
edition to all practitioners for use under the 
National Health Service. Of particular note 
among the preparations whose composition has 
been altered is Chloral elixir for infants, in 
which the amount of chloral hydrate is doubled 
and is now 120 mg. per 4 ml. The ‘Notes for 
Prescribers’ have been revised, and they draw 
particular attention to the deletion of the tri- 
sulphonamide preparations and to the dosage of 
piperazine salts. As this replaces all previous 
editions, any practitioner who wishes to pre- 
scribe a preparation from an old edition should 
write the formula in full. (The Pharmaceutical 
Press, price 7s. 6d., or 11s. 6d. interleaved.) 


The Medical Directory 1960 contains 93,224 
names—nearly 2000 more than the previous 
issue. This, the 116th issue, will be as useful 
as its predecessors, and once again the pub- 
lishers are to be congratulated on the compre- 
hensiveness and high standard of this indis- 
pensable work of reference. (J. & A. Churchill 
Ltd., price £5.) 


Bronchial Asthma: A Symposium.—This little 
book is based on a report of the meeting held 
in February 1959 (under the joint Chairmanship 
of Dr. J. L. Livingstone and Sir Geoffrey 
Marshall) with thirteen distinguished contribu- 
tors. It presents a most comprehensive survey 
and discussion of the various aspects of bronchial 
asthma. The role of allergy, infection and psy- 
chological factors is discussed in a delightfully 
clear yet concise manner. Current therapy is 
fully and critically described, with due emphasis 
on the treatment of asthma in childhood, and on 
problems arising in the home management of 
asthmatics and social work in this rewarding 
field. This publication should be read by all 
(practitioners and students alike) whose work 
may entail the treatment and management of 
asthma. (Chest and Heart Association, price 
12s. 6d.) 
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Psychiatric Services and Architecture, by A. 
Baker, R. L. Davies, and P. Sivadon; Epi- 
demiological Methods in the Study of Mental 
Disorders, by D. D. Reid; and Health Ser- 
vices in the U.S.S.R. are the first of a new 
series of ‘Public Health Papers’ published by 
WHO. They are described as ‘occasional papers 
that have usually been prepared as contributions 
to the study by the World Health Organization 
of a particular health question’. Their aim is 
‘to stimulate international thinking, discussion 
and planning’. (H.M. Stationery Office, price 
35. 6d., 5s., 38. 6d.) 


A Manual of Psychiatry, by K. R. Stallworthy, 
M.B., CH.B., D.P.M., in its second edition is clear, 
concise and up to date. Accepted as a standard 
textbook for nurses in Australia and New 
Zealand, it fills the need for a manual which 
outlines the essentials of modern psychiatry in 
a simple readable fashion. It deserves to be 
widely read by the mental nurse for whom it is 
primarily written and is warmly recommended 
to any general practitioner who feels that his 
psychiatric education has been neglected. (N. M. 
Peryer Ltd., price 30s.) 


A Comprehensive Mental Nursing Service; The 
Part of the Ward Sister and Charge Nurse is an 
interim report summarizing the views of the 
Working Party set up at the end of 1958 to 
consider the impact of new developments on 
ward sisters and charge nurses in the Mental 
Health Service. (Royal College of Nursing, 
1a Henrietta Place, Cavendish Square, London, 
W.1.) 


A Guide to Press Arrangements for Scientific, 
Medical and Technical Conferences, which has 
been prepared by the Association of British 
Science Writers, under the able editorship of 
Mr. Ronald Bedford, will prove of the greatest 
value to all concerned with the organization of 
medical conferences and congresses. For such 
it is essential reading. (British Association for 
the Advancement of Science, price 2s.) 


Understanding Your Child, by Winifred de Kok, 
is another in the popular series of Family Doctor 
booklets. It contains helpful advice on such 
points as ‘Fears and fancies’, “Too many don'ts’, 
and ‘jealousy: an old instinct’. (British Medical 
Association, price 1s.) 


The Prescribers’ List is a useful guide for per- 
plexed practitioners to proprietary preparations. 
(Unichem Ltd., price 15s.) 
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For mild sedation with nutritional support 


Trop enal 


The debilitated patient, whether re- 
covering from severe illness or operation 
or suffering from a chronic disease, is 
often sleepless and needs mild sedation. 
He is also greatly benefited by the 
addition of nutritionally generous sup- 
plements of vitamins of the B complex 
and ascorbic acid. 

A combination of the necessary 
vitamins with a relatively low dose of 
phenobarbitone is now available as 
Tropenal. Dosage: 1-4 Tablets daily 
Tablets in packs of 100 and 500 


INDICATIONS 


1 Anxiety states with restlessness, especially 
associated with hypertension, alcoholic with- 
drawal or peptic ulcer 


2 Progressive illness in which insomnia is asso- 
ciated with a need for the greatest nutritional 
support — e.g. congestive heart disease, cachec- 
tic States 


3 During convalescence, to speed recovery by 
promoting good appetite and a quiet frame-of 
mind associated with nutritional adequacy 


4 Insomnia not induced by pain. 


a derivative of natural Vitamin E 


Dil-toodt 


Most single vitamins have been available 
to the profession for many years in forms 
acceptableaspharmaceutical preparations. 

Vitamin E has presented difficulties 
Natural sources, e.g. wheat germ and 
wheat germ oil, do not contain high 
enough concentrations: synthetic vitamin 
E, while useful, has not proved uniformly 
effective. The chemistry of vitamin E has 
now been elucidated after years of exhaus- 
tive research and the active factors are 
known. It has thus become possible to 
present tablets of stable, high activity in 
the form of dextroalpha tocopheryl 
succinate, derived from natural vitamin E 
Each tablet of 200 mg. has an activity of 
242 i.u. vitamin E. 

This achievement means that Vitamins 
Limited can offer to the profession a pre- 
paration to meet along-continued demand. 


The wide distribution of vitamin E in 
the body suggests a fundamental bio- 
chemical function and this would seem to 
be in relation to the metabolism of pro- 
tein both in cellular and muscular organs. 
The most hopeful therapeutic approach is 
in relation to vascular disease in fibrosis 
of skeletal muscle and in maintaining 
functional cellular integrity. Clinical 
trials have led to divergent results and to 
controversial issues, but evidence suggests 
that the vitamin exerts an effect in pro- 
moting muscular strength and endurance. 
It is hoped that the use of an acceptable 
preparation of uniform strength and high 
concentration will provide evidence which 
will help to clear up some of the doubts 
and uncertainties associated with vitamin 
E treatment. 

PACKS: Tablets in packs of 100 and 500. 


* Two special products from VITAMINS LI 


VITAMINS LIMITED, UPPER MALL, LONDON, W.6. 





THE PRACTITIONER 














% 

















Midicel tablets and suspension 


the long-acting sulphonamide 


sustains therapeutic sulphonamide levels for 24 hours with a single dose 
Each teaspoonful (5 ml.) of mipiceL* Suspension contains 
0:25 G N’-acetyl sulphamethoxypyridazine. 
Bottles of 60 ml. and 16 fl. oz. (455 ml.) 
Each mipiceL Tablet contains 0-5 G sulphamethoxypyridazine. 
Containers of 12, 100 and 250 


PARKE-DAVIS PARKE DAVIS AND COMPANY Hounslow Middlesex *Trade Mark =PD9S 
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FRANCE 


A new drug for stupor.—Satisfactory results in 


the relief of states of obnubilation, stupor and 


coma following cranial injuries and neuro 
surgical procedures are reported by R. Coirault 
and his colleagues from the use of a new drug 
the dimethyl-amino-ethy! ester of para-chloro- 
phenoxy-acetic acid. This preparation is said to 
be practically non-toxic and, whilst the usual 
daily oral dose is 400 to 1,200 mg., 
4 grammes have been given safely in the twenty- 
four hours 


or intravenously 


as MUC h as 


It can also be given intramuscularly 
The 


indication is the presence of cerebral infection 


only known contra- 
The drug is said to produce a rapid return of 
consciousness, even in patients who have been 
unconscious or comatose for several weeks. In 
addition, it is said to be of value in restoring 
normal function in patients suffering from poly- 
uric-polydipsic syndromes resulting from dis- 


turbances of the hypothalamic region 


Large doses of isoniazid.—The usual dose of 
isoniazid in the treatment of pulmonary tuber- 


body 


streptomycin and 


culosis is 5 mg daily, 


PAS 


Bernard and his colleagues have in- 


per kg we ight 
supplemented by 
Etienne 
vestigated the effects obtained with larger doses 
weight daily) supple - 
of PAS intravenously 


random selection, 114 patients were 


(15 mg. per kg. body 
mented by 15 g 


day. By 


chosen for 


every 
treatment on this high-isoniazid 
schedule, whilst 99 patients received isoniazid 
in daily doses equivalent to 5 mg. per kg. body 
weight, supplemented by 15 g. of PAS intra- 
venously each day. A review of the results at 


the end of three-months’ treatment showed 
that 50.8°, 
were either markedly o1 


compared with 38.8 


of those on the high-dosage schedule 
definitely improved, 
in the control group. This 
improvement with large doses of isoniazid was 
most marked in those with extensive lesions or 
cavitation, whilst there was less difference be 
tween the two groups in the response of those 
with infiltration lesions 

Comparable results were obtained in render- 
ing the sputum tubercle-free. At the end of one 
month’s treatment the sputum was found to be 
free of tubercle bacilli in 22 of the 45 patients 
(49%) on the high-dosage schedule who had a 
positive sputum originally, compared with 30 
of the 42 patients (71°,) with initial positive 
sputum in the control group. At the end of 
three months’ treatment the comparable figures 
were 18% for the high-dosage group and 26 
for the control group 


In discussing the risk of neuropsychiatric 


this high 
dosage of isoniazid, the authors report that in 
only one case in this series had isoniazid to be 


disturbances arising as a result of 


withdrawn on account of such a side-effect, and 
this patient made a complete recovery 

The cerebrospinal fluid.—Three new methods of 
examining the cerebrospinal fluid have recently 
been reported in French journals. The first, 
reported by Professor Th. Alajouanine and his 
colleagues, is a new flocculation reaction, using 
colloidal red, which is said to be technically 
Its main value is in fluids which 
do not contain an appreciable excess of protein 
In a series of such fluids the colloidal red re- 
action was found to be positive in recent cases 


quite simple 


of epilepsy, untreated cases of G.P.I., and cases 


of multiple sclerosis. Its main value is claimed 
to be in the diagnosis of epilepsy of recent onset 
in adults. So far it has not proved possible to 
correlate the results with any particular globulin, 
but it is claimed that the reaction to colloidal 
red is quite different from that obtained with 
colloidal benzoin and Lange’s reaction 


The second new method, also reported by 
Professor Alajouanine and his colleagues, is a 
using 
phate, for the estimation of $-lipoproteins. This 


simple flocculation test, dextrane sul- 
test is said to be much simpler to perform than 
electrophoretic methods and to require smaller 
amounts of cerebrospinal fluid. Having demon- 
strated that, by this test, 6-lipoproteins were 
from the normal cerebrospinal fluid, 
Professor Alajouanine proceeded to carry out 
The 


results showed that it was strongly positive in 


absent 
the test in various neurological diseases 


cases of prolonged meningitis, both tuberculous 
and pneumococcal, but particularly in the latter 
It was also positive in cases of cerebral tumour 
and in cases of spinal compression. It Was nega- 
tive in cases of multiple sclerosis, the Guillain- 
Barré syndrome, G.P.1., and idiopathic epilepsy 


The third test is one of the examination of 
the cerebrospinal fluid for malignant 
According to Professor Boudin, who describes 
the method, considerable care is necessary in 
the preparing of the fluid. Excessive centri- 
fuging, for instance, will tend to break up the 
It is therefore recommended that the rate 
of centrifuging should not 1000 per 
minute, and the time should not exceed three 
minutes. The specimen is stained with the May- 


cells 


cells 


exceed 


Grunwald-Giemsa stain. It is stressed that the 
presence of malignant cells in the cerebrospinal 
fluid merely indicates involvement of the lepto- 
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meninges. It gives no indication of the exact 
nature of the growth, or of whether it is primary 
or secondary. The commonest causes of malig- 
nant cells in the cerebrospinal fluid are menin- 
geal carcinomatosis, and diffuse involvement 
of the meninges by secondaries from a primary 
lesion elsewhere in the body. 


Serotonin in dyskinesia.—Following the demon- 
stration of definite changes in the electro- 
myogram, Professor Delmas-Marsalet has in- 
vestigated the effect of serotonin in certain 
dyskinetic conditions in man. In a paper read 
before the French Society of Neurology, he 
reported his findings in chorea, Parkinsonism 
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and spasmodic torticollis. The serotonin was 
given as the double sulphate of 5-hydroxy- 
tryptamine and creatine, either in a dosage of 
5 mg. intravenously or intramuscularly, or 
20 mg. by mouth. In one severe case of chorea 
the intravenous injection of 5 mg. of serotonin 
in this form was followed by the disappearance 
of all movements for thirty to sixty minutes. 
The intramuscular injection of this dose daily 
for the next fortnight led to complete dis- 
appearance of the movements, without any 
other form of treatment. It is also claimed that 
the daily administration of serotonin by mouth 
led to diminution of the tremor and spasticity 
in patients with Parkinsonism. 


ITALY 


Cancer of the lung.—In Italy, in 1958, cancer of 
the lung accounted for 6,080 deaths, out of a 
total of deaths from cancer of 69,778. The 
number of deaths from cancer of the lung was 
almost the same as that from cancer of the 
intestine (6,151). Professor P. Valdoni, director 
of the surgical clinic of the University of Rome, 
has just published a follow-up analysis of the 
300 cases of cancer of the lung operated on in 
the clinic during the past ten years. At the end 
of five years the percentage of survivors of 
those operated on and considered cured was 
35.7. So far as the histological findings were 
concerned, the most notable feature was the 
fact that not a single case of oat-cell carcinoma 
was found among the survivors. One of the 
most important factors in deciding prognosis 
was the time that had elapsed between the first 
appearance of symptoms and admission to 
hospital. In a total of 773 cases, this period was 
from one to two months in 101 cases, from 
three to five months in 152, from six to eight 
months in 128, and from nine months to a year 
in 100. In the remainder the period exceeded 
one year. 

Age seemed to play a part in prognosis, in 
that the younger the patient, the worse the 
prognosis. Thus among those operated on, 
38% of those aged 46 to 65 survived five years 
or more, compared with 19°, of those aged less 
than 45. The results of correlating type of 
operation and survival were as follows for the 
period of 1955-58. Of the 73 submitted to 
pneumonectomy, 23.2% died within three 
months of operation, compared with 8.2% of 
the 26 submitted to lobectomy, and 12.3% of 
those who underwent exploratory thoracotomy. 
Of those operated on during this three-year 
period, 50% were dead at the end of one year, 
and another 10% died during the second year. 





If a patient survives for two years, he has a good 
chance of surviving for five years. 


Surgical treatment of pulmonary tuberculosis.— 
Professor Biancalana, director of the Institute 
of Surgical Pathology in the University of 
Turin, has recently published a statistical 
analysis of the results in 602 cases of pulmonary 
tuberculosis which had been submitted to sur- 
gical treatment. Forty-five per cent. of the 
patients had a positive sputum at the time of 
operation, whilst in another 15% the sputum 
became negative just before operation. The in- 
cidence of cure after the operation was as 
follows: 99% of those with a negative sputum, 
in whom the organism was sensitive to anti- 
biotics ; 84% of those with positive sputum and 
whose organisms were sensitive to antibiotics; 
96% of those with partially resistant organisms 
and positive sputum; and 40% of those with 
totally resistant organisms and positive sputum. 

Postoperative complications occurred in 72% 
of those with resistant organisms and in 15% 
of those with partially resistant organisms. 
Among those with sensitive organisms the inci- 
dence of postoperative complications was 22% 
for those with positive sputum, and 6%, for 
those with negative sputum. 

A recrudescence of the tuberculous infection 
occurred in 9.7% of those submitted to opera- 
tion, as witnessed by the sputum becoming 
positive or by radiological evidence of activity. 
The frequency of such relapses diminished with 
the passage of time, being 4.6% in the first 
year, 2% in the second and third years, and 1% 
in the fourth, fifth and sixth years. The preven- 
tion of such relapses is based upon efficient 
preoperative and postoperative antibiotic con- 
trol, constant supervision of the patient and 
careful postoperative treatment. 
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Linoleic-rich 
Dietary Fat 


While linoleic-rich (vegetable oil) diets are 

believed by some authorities to have possible value in 
the treatment or avoidance of ischaemic heart 

troubles, medical opinion has been, and still is, sharply 
divided about the causes of coronary diseases. 


J. Bibby & Sons Ltd. are deeply 
interested in this subject as manu- 
facturers of their product Twirl, 
a natural vegetable oil, carefully 
refined, possessing a high percentage 
of linoleic acid, and containing no 
animal fat. 

Dr. H. Jasperson, head of the 
Research Department of J. Bibby & 
Sons Ltd., has collaborated with 
the well-known authority on fats, 
Professor T. P. Hilditch, C.B.E., 
F.R.S., in the production of a short 
monograph on the facts ascertained 
up to the present about the chemical 
composition of dietary fats and of 


lipids in blood and in atheromatous 
deposits, with a brief summary of the 
medical opinions published to date 
regarding lipids in relation to ar- 
terial disease. This report has been 
published in pamphlet form and, it 
is hoped, may prove of some interest 
to doctors. 

The pamphlet—‘Lipids in relation 
to Arterial Disease’—may be obtain- 
ed by writing to:- J. Bibby & Sons 
Ltd., Department P., King Edward 
Street, Liverpool 3. If a free sample 
of Twirl is also required, would 
you please mention this in your 


letter. 


J BIBBY & SONS LIMITED, LIVERPOOL 3 
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“To know the natural progress of diseases is to know 


Trousseau: Lectures on Clinical Medicine 
JUNI 


denied’, writes Sir 


think, be 


Consulting Surgeon to St 


‘Ir cannot, I 
William Bennett, 
George’s Hospital, ‘that the attractiveness of 
new and sometimes comparatively speculative 
treatments is the cause of the displacement, for 
the time being, of older and well-tried methods, 
often to the disadvantage of patients and prac- 


titioners alike’. In ‘Some points relating to 


Jamieson Boyd Hurry, M.D., D.P.H. (1857 


tuberculous glands, mainly with 
treatment’, he writes: ‘I have no desire to decry 
the tuberculin treatment; I only wish to point 
out that rapid recovery in some of these cases, 
and steady progress in many others, occurs, as it 
formerly did, without the use of tuberculin 
The fact is not altogether unimportant 
the tuberculin method is a very expensive one 
. is not tolerated kindly by every patient, and 
is often so prolonged as to be highly irksome to 
some people and insufferable to others 
Writing on ‘Five difficult cases of fracture 
requiring operative treatment’, W. I. de C 
Wheeler, F.R.C.S.L., Mercer's 
Hospital, Dublin, mentions ‘the general adop- 


1930) 


reference to 


Surgeon to 


more than the half of medicine . 


19190 


the ever-increasing 


the 


tion of early movement. . 
popularity of operative interference 


application of Bier’s principle of passive con- 
gestion. Any one of which is sufficient to make 
the surgeon of 25 years ago turn in his grave’. 


The importance of ‘The diagnosis and treat- 
ment of hemorrhage from an unenlarged uterus’ 
is described by Victor Bonney, M.D., M.S., 
M.R.C.P., F.R.C.S., Assistant Obstetric Phy- 
sician, Middlesex Hospital; Surgeon to the 
Chelsea Hospital for Women, as ‘always great, 
frequently pressing’. He goes on to say: ‘We 
know now that the loss of the uterus is followed 
by no ill-effects to the patient, and that per- 
manent cessation of the menses, so long as the 
ovaries have been conserved, is not associated 
with . anything beyond great improvement to 
the health and relief from a monthly recurring 
annoyance’. On the use of the words ‘mutilating 
operation’ in connexion with hysterectomy he 
says: ‘Such melodramatic terms filter through to 
the public and occasion much unnecessary dis- 
tress and suffering’ 

F. J. Steward, M.S., F.R.C.S., Assistant 
Surgeon to Guy's Hospital, ends his article on 
‘Chronic appendicitis’ by stressing the need to 
suppress excessive zeal. ‘Otherwise the mistakes 
that have been made in the past will be repeated 
in the future, with the result that many per- 
fectly nermal appendices will be removed with- 
out benefiting the patient’. 

Dr. J. Mackie Whyte, M.D., Physician, 
Dundee Royal Infirmary; Lecturer in Clinical 
Medicine, St. Andrew’s University, tells the tale 
of his experience as a patient who underwent 
gastro-enterostomy for pyloric stenosis due to a 
peptic ulcer, ‘the probable cause’ of which was 
bolting food’. During the latter part of the nine 
years of indigestion preceding the operation 
‘syphonage was simply indispensable’. Of this, 
he says ‘It was lamentable to see the waste of 
digested foodstuffs’. From exercise he ‘got no 
obvious good . . . I used to be scolded for not 
playing golf. I quite admit all the many things 
that can be said in its favour, though the man 
who plays from the motive of duty is not likely 
to excel. But that golf is not a sure preventive 
is proved by the fact that one of our young 
medical graduates, who has played on Car- 
noustie Links since childhood, had but the other 
day to go through the same operation as myself. 
His play was magnificent before, and I am glad 
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to know there is no falling off’. The operation 
was wholly successful: ‘I was allowed up three 
weeks after the operation, and by the end of the 
fourth I worked my way with zest through every 
course of a table d’héte dinner’. 

Jamieson Hurry, M.D., President, Reading 
Pathological Society, writes on ‘Vicious circles 
associated with disorders of the respiratory 
organs’. In acute pneumonia, he says, ‘owing 
partly to the impeded pulmonary circulation 
and deficient aeration, partly to the action of 
toxins, an unusual strain is thrown upon the 
right ventricle with a consequent risk of its 
dilatation and failure, When such failure super- 
venes, the weakened myocardium in its turn 
reacts on the lungs by further retarding the 
pulmonary circulation and diminishing the 
oxygenation of the blood. The lungs and heart 
reciprocally embarrass one another’. After 
recital of some ‘vicious circles’, he concludes 
‘Strange it is that this self-aggravating com- 
plication has been so little studied! Yet such 
study will throw light on some difficult prob- 
lems in medicine and prove an invaluable guide 
to accurate diagnosis and treatment’. 

After securing honours in the Natural Science 
Tripos in 1879, Jamieson Boyd Hurry proceeded 
M.B. and MR.C.S. in 1882, and D.P.H. 
in 1884. After serving as a surgeon 
he began to practise in Reading in 1885, 
obtaining his M.D. in the same year. He was 
surgeon to the Infirmary and medical officer to 


C tumind 


ship’s 
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the University, and also prominent in the 
activities of the Reading Pathological Society, 
as well as a keen student of local history. A 
student of Egyptology and of medical history, 
in 1926 he published a work on Imhétep, in 
which he suggested that the Egyptian vizier and 
physician should be regarded as the Father of 
Medicine. In his ‘Vicious Circles in Disease’, 
1911, Hurry elaborated his views on the inter- 
relation of disease, showing how vital resistance 
at one point opens the way to general disease. 
He also wrote ‘Vicious Circles in Neurasthenia’, 
‘Vicious Circles in Sociology’, and ‘Poverty and 
Vicious Circles’. Some of these were translated 
into many languages. Deeply interested in 
economic botany, Hurry maintained a garden 
and museum in which he studied plant life in 
relation to food, manufactures, and medicine. 
Under the title of ‘Epistaxis in old age’, 
‘Notes from Foreign Journals’ includes an 
abstract of Ranzier’s “Traité des maladies des 
vieillards’, which quotes Lasigne’s remark that 
‘at 50 or 60 epistaxis is very often the first 
stroke on the bell which tolls the knell’. ‘From 
the point of view of treatment’, the reader is 
reminded that ‘among some old people epistaxis 
is more useful than hurtful, and that it is 
preferable sometimes not to stop it, because it 
may obviate an imminent visceral hemorrhage’. 
A warning is given that ‘the untimely plugging 
of the nostrils in cases of Bright’s disease has 
been followed by hemiplegia’. Tt. 8. B. 


“SOROSIL’ Gininent” 


A germicidal, antiseptic, non-irritant ointment containing Chioral Hydrate, Camphor, Menthol, Ether, lodine, 
Chloroform and Hyoscyamine, ‘SOROSIL’ gives rapid symptomatic relief in Pruritus, Prurigo, Eczema, Psoriasis, 
and in the dermal irritation associated with Chilblains, Urticaria, and Insect Bites. 


Tube joz. Basic N.H.S. price Is. 6d. 


Tax. (Retail Price 2s, Od. + Tax) 


Samples and literature available on request. 


H. R. NAPP LIMITED 
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ONE WEEK'S ONE WEEK'S 
TREATMENT WITH TABLETS TREATMENT WITH TABLETS 
LEDERKYN OTHER SULPHAS 


iperiority of LEDERKYN sulphamethoxypyridazine does 


The st 


not rest on dosage alone — the lowest in sulpha drug history. 
g 


to marked ‘economy and simplification of the 
, LepERKYN is longer-acting, better tolerated and has 
le-effects compared with earlier sulphonamides, 


static activity is equal. Safety is based on low 


1 dosage and high solubility. In paediatric practice, 


1K 
LeDERKYN has given good results in a high proportion 


of infants and children with respiratory infections. 


LEDERKYN 


SULPHAMETHOXYPYRIDAZINE : "REGO. TRADEMARK 
LEDERKYN TABLETS: 0.5 Gm. 
Bottles of 24, 15/8, 100 £2.18s.8d. and 500 £/13.168.4d. 
LEDERKYN PEDRIATIC SUSPENSION: 250 mg./5 cl. 
Bottles of 2 fl. oz. 8/- and 16 fl. oz. £2.16s.8d. 
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Sculptured grace... and a special 
kind of motoring which no other car 


in the world can offer 


JAGUAR 


Grace ...Space... Pace 


One of the Trophies won by Jaguar 
in their Le Mans victories of 


1951, 1953, 1955, 1956, 1957 
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MOTORING NOTES 


‘The Battle of the Roads’ 
By JOHN PRESTON 


THE use of gruesome photographs of accidents 
and even crashed cars to drive home the dangers 
of the road is regarded with scepticism by most 
safety experts. They argue that people quickly 
become inured to the effects of this shock pro- 
paganda and that it is consequently valuable 
only if used in small and intermittent doses 
The most striking example of shock propaganda 


Fic. 1.—The ‘JC3 car recorder 
and certainly the most effective—ever seen in 
this country is “The Battle of the Roads’ exhi- 
bition staged by the Daily Mirror in London 
before touring the provinces. The theme of the 
illustrations in the first room is what fun and 
pleasure motoring can be, but on entering the 
next which is dark 
visitor is confronted with the battered wreckage 
which a had killed on 
Christmas Eve. Then comes filled 
with enormous photographs of accidents, some 


room, and gloomy, the 


of a car in man beer 


a large room 


showing people shockingly injured still inside 
the car, being extricated from it, or lying beside 
the road 
96 seconds there is the sound of 
crash—the 


A metronome ticks loudly and every 
screeching 
brakes followed by a fearsome rate 
of accidents throughout the year. Another room 
has a vast wall completely filled with close-up 
pictures of men, women and children killed on 
All this made an 
impression on at least one visitor, who wondered 


what effect it was having on others. It 


the roads last year arresting 
was a 


lunchtime crowd and some doubtless came 
merely to pass the time and because it was free 
But there were others, like the 
scooter rider with his girl friend, who had come 
out of a direct interest in the subject. Whoever 
visits this exhibition is bound to benefit from it, 


if only for a limited time, because it is directed 


young helmeted 


at all road users, not only drivers and riders 


at one point it 1s necessary to step over a section 


f railway line which serves to remind pedes- 
trians that they should be just as careful in 
rossing the road as they would be in crossing 
a railway 
ROAD HAZARDS AT NIGHT 

The various kinds of hazards on the road are 
known to most of us, even though we personally 
may not have encountered them all. I was re- 
minded of this the other evening when | was 
motoring quietly home from London. Running 
with dipped headlights because one or two 
vehicles were approaching, I suddenly caught 
sight of the looming bulk of a tanker lorry 
stationary at the side of the road without lights. 
The lorry seemed to merge in tone with the 
light colour of the road surface and it was only 
the faint glimmer of its muddy reflectors in the 
light of my dipped lamps that drew it to my 
notice before I was nearly into it. My first 
thought after avoiding a collision was that the 
Government should follow the example of other 
countries without delay in making it compulsory 
for lorry drivers to carry red triangles and put 
them in the road 50 yards or so to the rear of 
the vehicle whenever they have to stop on the 
carriageway at night. The lorry that I nearly 
collided with had its sidelights on, so that it was 
quite possible that the driver did not realize 
that his rear lights were not working. The Con- 
tinental rule of putting out the red triangle for 
stop would be an automatic safeguard 
against happening. Italy has 
better and extended the compulsory use of red 
triangles to motorists, including foreign tourists 
Suitable triangles are available in England or 
can be bought at Italian frontier posts 


every 


this gone one 


SECOND-GRADE TYRES 
Most practitioners, I suppose, nowadays buy a 
new car at fixed intervals from twelve months 
to two years, although some probably still prefer 
to run their cars for longer periods because they 
like to equip them with extra accessories and 
take a particular pride in their condition. Others 
probably run a second, small car of older vintage 
for the benefit of their wives. It is primarily for 
the benefit of owners of these older cars that 
several of the tyre companies have introduced 
new ranges of second-grade tyres which are 
about 15 per cent. cheaper than their standard 
products. Owners of older cars often buy re- 
moulds, which will still be about 20 per cent. 
cheaper than the new second-grade tyres, but 
there is said to be a shortage of worn tyres with 
good casings that are suitable for retreading. 
Remoulds will therefore continue to be popular 
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with owners of older cars, but the new second- 
grade tyres should also have a wide market 
The Dunlop second-grade range is called ‘Silver 
Seal’, Avon call theirs the ‘E’ (Economy) range 
and Firestone have given the name ‘Standard’ 
to their line. 
A CAR RECORDER 

As a journalist I find that my work has been 
enormously facilitated by using a tape recorder, 
and I expect that many practitioners have found 
the same. Indeed, anyone who has to spend a 
good deal of time at the wheel of a car knows 
how often one thinks of something that one 
wants to remember only to find at the end of 
the journey that it has escaped one’s memory. 
I have got over this by having with me in my 
car at all times a small tape recorder which sits 
on the seat beside me. I have now got into the 
habit of being able to pick up the microphone 
and switch on the machine without taking my 
eyes off the road and make a note of particular 
details of traffic congestion or road signs that 
would otherwise pass out of my mind. When I 
have visited someone, I can return to the car 
and record my impressions of the interview 
while they are still fresh in my mind, either 
before taking to the road again or, if I am more 
pressed for time, talking into the microphone 
while I drive along. Practitioners must obviously 
have the same use for a tape recorder, in their 
case to put down their notes about a particular 
patient immediately after leaving the house. 
Using a tape recorder is much quicker and 
more convenient than writing out notes from a 
book and once you have got used to its tech- 
nique, you wonder how you ever managed to 
do without it. A small transistorized model 
called the ‘J.C.3 car recorder’ is particularly 
suitable for because it can be 
carried in the glove box of the car (fig. 1) and 
can be provided with a switch to operate it on 
the dashboard. The microphcne can be supplied 
with a double-ended rubber sticker so that it 
can be attached to the windscreen or sun vizor, 
and the driver is then equipped to make notes 
with the minimum of This 
recorder normally operates with four U.2 torch 
batteries which are sufficient for 50 hours of 
recording or playing-back time; but it can also 
be powered by the car battery or from the mains 
supply. It has twin-track recording giving 
nearly an hour’s playing time from one tape 


practitioners 


manual actions. 


BACK-RESTS 
The seats of most cars seem reasonably com- 
fortable for a short journey 
than others, and some narrower, but they are 
mostly adequate. It is only when you sit at the 
wheei for several hours that the real degree of 
comfort provided can be properly judged. In 
my experience not all cars pass this test well 


some feel harder 
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A remedy that is used more widely on the Con- 
tinent than it is here is the back-rest consisting 
of a woven fabric stretched over a metal frame 
which is strapped to the car seat. A British 
model is the ‘Sit-Rite’ made by the Key- 
Leather company. Up to now this has been 


The new coloured ‘Sit-Rite’ back-rest. 


Fic. 2.- 


supplied only in a beige finish, but a new range 
of resilient coloured fabrics giving an attractive 
check appearance has just been added. 

The makers claim that the ‘Sit-Rite’ is ap- 
proved and recommended by the medical pro- 
fession to sufferers from slipped discs and other 
back ailments. They add that it ensures correct 
posture, and by giving firm support for the back 
just where it is needed, it reduces fatigue and 
prevents backache on a long journey. Conti- 
nental motorists I have met mention the addi- 
tional merit that a back-rest, by providing an 
air space between the driver’s back and the car 
seat, keeps him cool and free from the stickiness 
that can make driving in hot weather so ex- 
hausting. The discomfort that I personally 
suffer from in some cars on a long journey is a 
pain at the top of my shoulder. I suppose this, 
too, is caused by some deficiency in the seating 
shape—or could it be the angle of the steering 
wheel, or even a combination of both? 
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Here is a car with a distinctive personality 


of its own expressed through a superb 


elegance of line, luxurious comfort and a 
brilliant performance. The Humber Super 
Snipe is available with fully automatic 
transmission or overdrive, power-assisted 


steering and individual front seats as extras. 
bib Cr a0ce SNIPE 


It is also available as a luxury Limousine 
and Estate Car. Saloon (as illustrated) 


ae £1025 plus p.t. £428.4.2 
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=== ROOTES MOTORS LTD 


HUMBER LTD - DIVISION Of ROOTES MOTORS LTD © LONDON SHOWROOMS & EXPORT DIVISION: ROOTES LTD - DEVONSHIRE HOUSE - LONDON Wt 
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Not another jab...? 


when, in most cases 


COOC ends the need for painful penicillin injections 


COMPOCILLIN-VK (Potassium Penicillin V) provides high blood levels quickly and con- 

= veniently. CVK may be used wherever penicillin therapy is indicated, 
the easily swallowed Fi/mtabs and cherry-flavoured CVK Soiution 
being particularly suitable for children. The normal adult dose is 
125 mg. to 250 mg. every four to six hours; for children, dosage may 
be reduced in proportion to weight. CVK is also available combined 
with double sulphas. 


ABBOTT LABORATORIES LTD « LONDON W.1 





TRAVEL NOTES 


Glorious Devon 
By PENELOPE TURING 


‘God gave all men all earth to love 
But since our hearts are small 
Ordained for each one spot should prove 


Belovéd over all; Rudyard Kipling 


Many people assume that this kind of devotior 
belongs exclusively to the district of one’s birth 
but it is not always so. Kipling gave his own 
lovalty to the downs, the 


of Sussex, although 


seas 


weald and the 


or perhaps because—he 


in Britain. The greatest charm of these counties 
lies in the fact that—apart from the few ‘made- 
their picturesqueness 1s quite un- 
selfconscious. Nature has endowed Devon with 
a wonderful richness of vegetation and gentle 
beauty. The people, good-humoured, friendly 
and unhurried, belong closely to the land, and 
towns and villages fit into it snugly 

From Torquay all the towns along the south 
Devon coast are within easy reach, and at and 


up resorts 
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was born in the very different world of India 
My birthplace was London and I have lived 
the greater part of my life in the home counties, 
but long ago I discovered my mind’s resting 
place in the south-western counties 
and Cornwall, and 


As a result there is no celestial peak 


somerset, 


Devon more particularly 
Devon 
among the Alps nor translucent Mediterranean 
bay that can give me the same joy as a summer 
haze lifting from the moors, the roar of Atlantic 


surf, or a slender sea pink bending to the wind 


TORQUAY AND THE SOUTH COAST 
This summer the annual meeting of the British 
Medical Association at Torquay will take many 
people to Devon, some for the first time. A 
few extra days there with a car can be as re- 
warding and varied as one can spend anywhere 


round them the red cliffs, sand bays and sub- 
tropical plants which have given it the title of 
the English Riviera. Exeter—said to have with- 
stood more sieges than any town in England 
is near, with its cathedral, castle and guildhall 
To the west Plymouth has risen again, spacious 
and dignified, from the ashes of the blitz 


DARTMOOR AND THE EXE 

Inland, in striking contrast to the facile charm 
of the coast, lies Dartmoor: eerie, untamed, 
still a district where rock and stream, bog and 
heather hold mastery, and where, though you 
may dismiss as childish the tradition of pixies 
and Whisht Hounds, encounter with a moorland 
mist will breed respect in the most sceptical 

Personally I both know and love the north of 
the county better than the south; it is rather less 
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frequented by tourists, more bracing, and has the 
grandeur of the Atlantic coast. | would suggest a 
day or two there, travelling up by the Exe valley 

From Exeter you go on to Tiverton, home of 
Blundell’s School and familiar to all readers of 
‘Lorna Doone’, and then on up a narrowing 
valley where the road twists and turns to the 
music of water falling from one rocky, fern- 
grown pool to the next, and sunshine filters, 
pale green, through a canopy of beech leaves 
Halfway up there is a parting of the ways: a 
mile or two to the north lies the small moor- 
land town of Bampton, famous for its pony fair 
in October; a little farther up the Exe a western 
road leads across the Middle Moor to South 
Molton and eventually to the Taw valley; or by 
following the river itself you pass into Somerset 
and strike to the heart of Exmoor. 

Bampton is worth a visit if you have time to 
spare, but either of the other routes are gate- 
ways to enchantment. The Exmoor one has so 
many delightful places to left or right: Dulver- 
ton and the river Barle; the wide bracken- 
covered shoulder of Winsford Hill where one 
may sight red deer on the horizon; lovely little 
Dunster. You can visit the Doone Valley if you 
wish, eventually reach the coast at Porlock, be- 
yond the heights of Dunkery, and then turn west 
to Lynmouth 


BARNSTAPLE BAY 

The Taw leads down to Barnstaple Bay by way 
of a green valley where solid white farmhouses 
squat comfortably among their orchards. Barn- 
staple, some miles up the river, is a delightfully 
practical old town, with a wonderful covered 
market where, on Fridays and Tuesdays | 
believe, one still finds the farmers’ wives with 
their produce: chickens, eggs, butter, sweet peas 
and honey 

There are two Jong and superb sand beaches 
in this bay—Saunton to the north, Westward 
Ho! to the south-west, one on each side of the 
joint Taw and Torridge estuary. Going west- 
wards you come to Bideford on the Torridge 
which has been a port and market town since 
long before the days of Sir Richard Grenville 
It is a fascinating place which seems to slumber 
by its ancient bridge—though in fact it is full 
of life. On the estuary itself is the little fishing 
port of Appledore. Unfortunately the days are 
long past when my father hired a man and a 
boat there for 25s. a week, but even at present 
charges it is worth while to go out for an hour or 
two from the narrow sea-worn quay, and feel 
the bows of an 18-footer crunch into the waves 
over the bar in the blessed silence of sail 

Westward Ho! is condemned by many people 
because of its camping grounds, but it also has 
the wonderful sands, a well-known golf course, 
and is ideally situated between beach and cliffs 


PRACTITIONER 


and I have spent too many childhood holidays 
there to feel affection for it. 
Farther west along a magnificent rocky coast is 
Clovelly, still one of the loveliest 
England despite tourists. Try to go there in the 
morning. I have not yet achieved my ambition 
of staying a night in Clovelly (fig. 1), but that 
would be the ideal way of seeing this fishing 


anything but 


places in 


Clovelly High Street 


village, built down a flight of cobbled steps 
leading to the harbour, for the tide of sightseers 
ebbs at 6 p.m. Beyond again, lies the rugged 
grandeur of Hartland Point, and on the horizon 
the solitary plateau of Lundy, island of puffins. 


HOLIDAY READING 
Many novels have been written about this part 
of England and some have become, to me, an 
essential part of it and the best of holiday 
reading. Most people know ‘Lorna Doone’, 
comparatively few have read R. D. Blackmore's 
other masterpiece “The Maid of Sker’ which is 
set in south Wales and also in north Devon 
round Braunton and Barnstaple. My father used 
to read it aloud to me, and Blackmore’s beautiful 
prose and rich characterization are Devon made 
audible. Then there are, of course, Kingsley’s 
Westward Ho!’, and Kipling’s ‘Stalky & Co.’ 
which colours the cliffs of Westward Ho! with 
the exploits of Stalky, Beetle and McTurk. I 
was brought up on them all, and keep on 
returning to them for a breath of Devon air. 
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PALF I U Mi for intractable pain 


(M.C.P.875) 


Singularly more effective and less toxic than 
morphine and equally effective by oral or parenteral 
routes. Does not cloud consciousness nor reduce 
mental activity. It does not cause constipation. 

“fastest acting analgesic now available.” 


(Anesth. & Analg., 1959, 38, 14.) 


FEMERITAL in primary dysmenorrhoea 


Specific uterine antispasmodic with effective 
analgesia. Fhis combination of dibutamide with 
phenacetin, salicylamide and caffeine in FEMERITAI 
has given satisfactory response in over 75°, of 
more than 1,000 cases in clinical trials. 

Free from side effects in the circulatory and 
gastro-intestinal systems. 


BISLUMINA in dyspeptic pain 


\ preparation containing an entirely new bismuth 
salt, the most efficient yet discovered for the 
treatment of peptic ulcer and allied dyspeptic 
disorders. 

Sustained antacid action and complete pepsin 
inactivation; provides rapid symptomatic relief 
and protection of the inflamed mucosa. 


Further literature on these products gladly sent on request. 


M.C.P. Pure Drugs Ltd., 


STATION WHARF, ALPERTON. MIDDLESEX rELEPHONE: WEMbley 1191 
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BRIDGE NOTES 


Two Hands in Detence 
By E. W. DENHAM anp M. A. FREESTONE 


Our medical quartet were playing again when 
the following hands were dealt 
North 


Ir. Sc alpe 1) 


\ 
KQJiog 
KO 


I 
105 3 


Sout! 
(Dr. CEdipus) 
The bidding had been 
North, 1 heart; 
diamonds; West, 2 spades; North, 3 diamonds; 
East, N.B.; South, 3 N.T. All pass 
Mr. Forceps led the 8 of spades, and on 
dummy’s Ace Dr. Bentinck played the 7. From 
dummy led the King of hearts. Dr 
Bentinck took the trick, and led the Jack of 
(Edipus and 


East N.B South, 2 


was now 
spades. To his astonishment Dr 
Mr. Forceps both played low 
offered the only hope. However, Dr 
put down the Ace, and cashed four heart tricks 
and five diamond tricks, making eleven in all 


4 club lead now 
(Edipus 


The complete deal was 


East 
Dr. Bentinck 
@)7 
PWAKRS5 3:2 
93 


¢ 
@J762 


Dr. Bentinck remarked, ‘CEdipus, you were 
just lucky to find the Ace of spades in dummy, 
and I suppose that having that card you were 
bound to make the contract. You had only to 
refuse to overtake my Jack of spades with your 
Queen’. Dr. CEdipus shook his head a little and 
replied, ‘I expected that Scalpel would take 
my no-trump bid into diamonds again if he had 
not a stop in spades. But I must admit that this 
time my natural preference for no-trumps in 
favour of a game call in a minor suit caused me a 
very anxious moment. Of course I should have 
been heavily defeated. On your partner’s lead 
of the 8 of spades, which was naturally his fourth 
highest, you should have acted on the knowledge 
that there were only three higher cards in the 
other three hands. I clearly had only one, and 
your Jack if held would, quite likely, block the 
suit for your partners. Had it been thrown on 
dummy’s Ace and the 7 led through me your 
partner would have made six spade tricks how- 
ever I played. The lead of the Jack left him 
helpless. 


Two hands of another deal made later in the 
evening were the following 


North 


Fast 
(Mr. Forceps) 


‘942 south 
AK7542 (Dr. C2dipus) 


one spade by Mr 
(Edipus, one 


The bidding had been 


Scalpel; Mr. Forceps, pass; Dr 
no-trump 

Dr. Bentinck decided to open the play with 
He next produced the Ace, 
followed then 
dummy’s weakness in dia- 


the King of clubs 


on which everyone suit, and 
plaved the seven 
monds made him hope that his King of that suit 
would be an entry. Dr. CEdipus made the third 
round of clubs with his own Queen. 

Dr. CEdipus’ lead was now the Jack of hearts 
The finesse failed, as Mr 
Forceps held the King. Mr. Forceps now led the 
Queen of diamonds. When Dr. CEdipus played 
low Dr. Bentinck felt certain that his partner 
held the Ace and played his 9 to encourage the 
continuation of the suit. Mr. Forceps did play 
the Ace—but no more diamonds! The complete 
deal, en which Dr. (Edipus made two no- 


trumps, was 


from his own hand 


North 
(Mr. Scalpel) 


West 
Ir. Bentinck) 


S O42 
AK7542 (Dr. Gdipus) 

@K 103 

9 J 1063 

@j75 

@Qicg 

Dr. Bentinck sat almost stunned by this 

tragedy. He attempted some defence by point- 
ing out to Mr. Forceps that if the latter had led 
his Ace of diamonds first there would have been 
a greater inducement to overtake the Queen 
Mr. Forceps’ reply was:—‘(Edipus seems to 
have all the luck in the world, and the play 
you suggest would just have played into his hand 
if he had the King of diamonds. By playing the 
Queen first, | was hoping to bluff G£dipus into 
not playing the King if he had it, and so make 
an extra trick. But I was really hoping you 
would be able to overtake if you held the King, 
that being the only card you could hold for an 
entry’ 








A 98 THE PRACTITIONER 





Five more visits 



















Here’s the place. 


Usual farm road. Mud. Ruts. 
Slippery rock under. 


She’s taking it all right. 


(Town & Country on the back). 
There, we’re through. 


Doesn’t do for a doctor 
to get stuck. 


You too, will 


feel safer= 
he sater—on 





Firestone Town & Country grips to keep you going or stop you safely in the worst road 
conditions, a'l the year round. This famous All-Season Firestone design is the first and 


most successful of all specialised rear-wheel tyres. 


BE A BETTER DRIVER. You owe it to your family, you owe it to 
others, you owe it to yourself to BE SAFE ON THE ROAD. 


Firestone TYRES — consistently good 














The 12 hours sustained action of a single dose of ‘AsMAPAx’ 
4 


brings relief to the asthmatic patient. Bronchodilatation 


provided by ‘aSMAPAX’ is particularly necessary at this 


time of year for the asthmatic whose condition has an allergic 
origin, ensuring him a good night’s rest or a full day’s work. 
‘ASMAPAX’ has again proved its value in cases of chronic 


bronchitis during the past winter. 


DOSAGE: 
Adults: | or 2 tablets night or morning. Children: according to age. 


PACKS: Packs of 30 and 250 tablets. 
BASIC N.H.8. COST: 5/- for 30 tablets. 


LONG-ACTION * 


asmapax 


bonded ephedrine 
IS DESIGNED 
TO HELP DOCTORS 
LIKE YOU 


Commonweaith Resources for British Medicine 
ASPRO-NICHOLAS LIMITED 


A Nicholas Ethical Pharmaceutical Division - Siough - Bucks - Engiand 
Product 133 © regd. wade mark 
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Antu ran 
Geigy 


Outstanding new uricosuric agent 
for maintenance therapy 
in chronic gout 


Anturan therapy rapidly reduces the serum urate 
level and markedly increases the renal urate 
excretion. Comparative studies have shown 
that with Anturan urate clearance is increased 
by as much as 700°,'—considerably more than 
with any other uricosuric agent. ‘It is certainly 
the most effective uricosuric drug to date, 
being dose for dose some twelve times more 
potent than aspirin and some six times than 
probenecid.’’? 


Anturan often proves effeotive in patients 
refractory to all other uricosuric agents. It may 
be administered with safety to patients with 
impaired renal function. Side reaotioris such 
as gastric distress are minimal, and Anturan 
is well tolerated over prolonged periods. 





Availability (Basic N.H.S. prices) 
Tablets, each containing 100 mg 
1,2-Dipheny!-3,5-dioxo-4-(2* phenyl- 
sulphinylethyl)-pyrazolidine 
Containers of 100 37s. 4d. 


Pius 9s. 4d. Purchase Tax 


J. Pharmacol., 119, 418 (1957) 
Brit. Med. J., 1, 1522 (1959) 


Anturan, having completed successful clinical 
trials, is now available for use in General Practice. 





, Geigy Pharmaceutical Company Ltd., 
Wythenshawe, Manchester 23. 
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Rest from pain and 
a good night’s sleep 


the SAFE hypnotic plus a 
well-tried analgesic combination 


When more than an analgesic is required to bring sleep 
to the patient in pain, ‘VALGIS' provides in a single 
preparation the potent but safe hypnotic ‘Distaval’ in 
combination with aspirin and phenacetin. ‘VALGIS' 
does not cause the confusion and initial excitement 
associatec with preparations containing barbiturates 
and, because of the remarkable safety of the hypnotic 
component, can often be given in conditions where other 
analgesic-hypnotic combinations are contra-indicated. 


for insomnia associated with pain 


Detailed literature is available on request. 


Each ‘VALGIS' tablet contains: 
*Distaval’ (thalidomide) 50mg. 
Acetylsal.cylic acid 250mg. (4 grains) 
Phenocetin 250mg. (4 grains) 

Desoge: One or two tablets at night before 
retiring. For children the dose should be 
reduced proportionately. 

Pecks and Basic N.H.S. price: 
Tubes of 12 and containers of 100 tablets 
Basic cost to N.H.S. of 12 tablets trom 
dispensing pack of 100—2s. 24d. 


‘Valgis’ 


THE DISTILLERS COMPANY (Biochemicals) LIMITED 
Broadway House, The Broadway, Wimbledon, London, $.W.!9 Tel: LiBerty 6600 


Owners of the trade marks ‘Valgis’ & ‘Disteval’ 
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Dosulfin’ 


Tablets of 0.75 G containing equal parts 


»f Sulphaproxyline and Sulphamerazine). 


3 times a day 
control of 

Upper Respiratory 
Tract infections 
by Dosulfin 


Therapeutically effective 
Dosulfin blood levels 

achieved within 2 hours 
of initial administration. 


Adult Dosage 


No. of table 
Geigy Kekirg 


Second day 


Mid-day 


Geigy Pharmaceutical Company Ltd., Third day 
Wythenshawe, Manchester 23. From fourth 
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S1n OF A SERIES ON THI 
PROBLEMS OF DOMICILIARY 
CHEMOTHERAPY IN 
rUBERCULOSIS 

PUBLISHED BY SMITH & NEPHEW 


PHARMACEUTICALS LIMITED 


may not be 


last night’s 


oyster 


After the tuberculous patient has been told of the 
benefits of PAS and INAH, he should be warned 
discreetly of the possibility of untoward reactions. 
Although the incidence is very small, the risk is 
real, because the patient may ascribe these reactions 
to some other source, such as food. 

Nausea, vomiting, dizziness and skin rashes have 
been reported and it is well that the patient should 
be aware of these. If the patient is unfortunate 
enough to suffer any of these reactions, he should 
be encouraged to report immediately to his doctor 
who will decide the right action to take. 
Investigation will reveal whether the reaction 1s 
really due to the drugs taken and whether the drug 
need be stopped. Change to a more palatable 
preparation, such as a granule formulation of 
sodium PAS, may be indicated or, where appro- 
priate, a process of desensitisation carried out. 
Discussing drug treatment with the patient 
stimulates his interest and co-operation, and helps 


to avoid interruption of therapy. 





PYCAMISAN B.D. is the special new present- 
ation of cachets of PAS and INAH in tubes of 
8 for one day’s supply. It is specially designed 
for twice-daily dosage eliminating the awkward 
and often missed midday ; The tube is 
marked ‘morning’ and ‘evening’ to help the 


patient remember his doses I tal daily 


ul ¢ 
dose 1s 12 grammes PAS and 300 1 g. IN AH, 


the most widely used an 


combination in current us¢ 


Others in the range of S.N.P. tul 
drugs are: 


PARAMISAN Sodium Aminosa 

PYCAZIDE Jsoniazid BP Smith & Nephew 
PYCAMISAN PAS tcith Isoniaz Pharmaceuticals Limited. 
THERAPAS Calcium B-PAS 

THERAZID Calcium B-PAS with Isoniazid 
NUPA-SAL NUPA-SAL a derivative of Isoniazid 
PASADE 096.4% Sodium PAS gramules 


WELWYN GARDEN CITY, HERTFORDSHIRE. 





REET announces 


Aldactone 


Brand of Spironolactone 


The new therapeutic 
principle embodied in 
this drug effectively 
extends the control of 
oedema and ascites in 


Congestive Heart Fallure 
Hepatic Cirrhosis 

The Nephrotic Syndrome 
idiopathic Oedema 


Aldactone provides satisfactory relief of 
resistant or advanced oedema even when all 
other agents, alone or in combination, afe 
ineffective or are only partially effective. 


Aldactone blocks the effect of aldosterone which is the major 
cause of resistance to diuretics, and because of its different site 
and mode of action, Aldactone has a true and highly synergistic 
activity when used with a mercurial or thiazide diuretic. 





the first specific aldosterone - 
— blocking’ agent 


~ 


Aldactone 


has the following advantages 


@ Satisfactory relief where all other agents fail. 
@ Does not induce potassium loss. 
@ No serious toxic or side effects. 


@ Exerts true, striking, synergistic activity in a programme 
of treatment including mercurial or thiazide diuretics. 


@ Offsets the potassium loss from concomitantly administered 
mercurial or thiazide diuretics. 


What physicians may expect of Aldactone 


It is fully expected that Aldactone will change 

present medical concepts of therapeutic 

limitations in the management of oedema. 

Many patients living in a greater or lesser 

state of oedematous invalidism can now be 

oedema-free. To others, gravely ill, Aldactone 
will be life-saving. 


References 
Science, 1957, 126, 1015. 

Ibid. 1016, 

Lancet, 1958, 2, 1084. 

Arch. Int. Med., 1958, 102, 998. 
Lancet, 1959, 1, 127. 
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how the compulsive eater 
can benefit from 


‘SPANSULE DEXEDRINE’ 


‘Spansule Dexedrine’ is aninvaluable 
aid to a reducing regimen for such 
patients: the appetite-curbing effect 
of ‘Dexedrine’ lasts all day, and the 
patient is smoothly and continu- 
ously stimulated. This helps him to 
make a more normal adjustment to 
life and living. 





Each ‘Dexedrine Spansule’ capsule contains 10 mg. or 15 mg 
dexamphetamine sulphate BP. 


Smith Kline & French Laboratories Ltd 
Welwyn Garden City, Herts 


Dexedrine’ and ‘Spansuie'* are trade marks 
*Brit. Pat. Nos. 715305. 742007 SO:P ASO(Col) 








the importance of 


==speédy treatment 


ORGRAINE treats MIGRAINE quickly... 


Dilated cranial arteries must be constricted to normal to prevent 


oedema. For this purpose the formula of Orgraine is proved. 


To hasten action the uncoated tablets disintegrate in seconds, a 


prerequisite of successful treatment. 


FORMULA Each tablet contains 

Ergotamine Tartrate B.P 1.0 mg. 
Caffeine B.B. 100.0 mg. 
Hyoscyamine Sulphate B.P.C. 


(1949) 0.0875 mg. 
Atropine Sulphate B.P. 0.0125 mg. 
Phenacetin B.P. 130.0 mg. 


DOSAGE for adults: 


2 tablets should be taken 
immediately symptoms occur, 
followed by | tablet every 
20 — 30 minutes until the 
attack abates. 

Not more than 6 taplets in 
any one day or 1/0 tablets in 
any one week. 


ORGANON LABORATORIES LIMITED 


BRETTENHAM HOUSE, LANCASTER PLACE, LONDON, W.C.2 





Pregnant or not 


TWO TABLETS OF 


e 








. will answer the question SOOMEF and at a 


cost to the N.H.S. of ONly 5/-= (iess than any 


other pregnancy test). 


One tablet of PRIMODOS on 
(F-Vol aime) Mh a.com otolal-1-leleh aha -meot-W'2-) 
ALL MeL athat-¢-Mee oll -1-Tollele Mia -t-1-laare 
olitale Maal -lal-.(gel-tdlolaMha Abdalla CEs o} 
oF- YA a Mot -t-1-1- So} ME - Lote} alol-Ua 
F Vaal -Jalelaaalel-t- Pal ial dal-Me-lel-1-Jalet-) 
oh Me 10 Loin Mo} -1-1ollale Mm ola -1elal-talos 
may be assumed. 


’ ‘ 
i i i. 1 ' 


U K. Subsidiary: 
PHARMETHICALS (LONDON) LTD. 20, Gerrard Street, London, W.I. 


ada 3-1 Jabe bdloda) 

Tablets containing Smg. 
lalola Sdall 4 laelal Me Cet Jf hd 2: lal 
0.01 mg. ethinyloestradiol 
in packs of 2 and 20 
tablets. 


Basic N.H.S. price: J 
pack of 2tabiets 
(1 test) : 


Irish Office: H. E. Clissmann 20, Merrion Square, OUBLIN 
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Present tense 


Although concern or even anxiety 
over the problems of today and the 


challenges of tomorrow should normally 
act as a spur to greater effort, the over- 
anxious and tense individual may be 
overwhelmed and rendered ineffectual. 
The performance of such patients 
will be benefited by a change in mood. 
To this end, ‘Mepavlion’ is 
most useful. ‘Mepavion’ helps control 
the irrational fears and:the attendant 


feeling of inner tension without 
interfering with autonomic functions. 


Patients become less pre-occupied with 
their symptoms, increasingly 
co-operative and hence more accessible 


to psychotherapy. 
‘Mepavlon’ is presented in tablets 


each 400 mgm. in containers of 30 
and a dispensing pack of 250. 


Future perfect! 





‘Mepavion’ 


(meprobamate |.C.1.) 


relieves states of tension and anxiety 


IMPERIAL CHEMICAL INDUSTRIES LIMITED Pharmaceuticals Division Wilmslow Cheshire 


Ph.765 





THE PRACTITIONER 


ens 








~ = 


iO hl 
v4 


f 


f, 
7 , 
¥ 


4 


9 > 


™~ 


Deep skin 


Tetrahydrofurfuryl salicylate 
Ethyl nicotinate 

n-Heryl nicotinate 

Ethyl p-aminobenzoate 
Water-miscible cream base ad 


Transvasin is the registered trade mark of Lioyd-Hamol Ltd. 
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penetration in Arthritis and 


Rheumatism 


NICOTINIC, SALICYLIC AND p-AMINOBENZOIC ACIDS in Ester form 


In cases of soft-tissue rheumatism, and arthritic disorders, many doctors 
are tending more and more to regard Transvasin as an indispensable adju- 
vant to treatment. 

For Transvasin is composed of the esters of nicotinic, salicylic and 
p-aminobenzoic acids. These esters readily pass the skin barrier in thera- 
peutic quantities, and so enable an effective concentration of drugs to be 
built up where they are needed.* 

Transvasin not only induces vasodilation of the skin with a superficial 
erythema, but also brings about a deep hyperaemia of the underlying tissues. 
It is non-irritant and can be safely used on delicate skins. 

It is now being widely prescribed, with successful clinical results. Since 
@ very small quantity is sufficient for each application, the cost of treat- 
ment is extremely low. 


LLOYD-HAMOL LIMITED 11 Waterloo Place, London, S.W.1. Whitehall 6654/5/6 


Transvasin is available in 1 oz. tubes, 
basic N.H.S. price in the U.K. 2/6. 
Samples and literature will be gladly 
sent on application. 
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QUINODERM for the ACNE patient 


The pustular and cystic forms of ACNE are 
of major importance as the destruction of 
tissue and resultant scarring produce permanent 
disfigurement in a disease which, in the 
majority of cases, resolves spontaneously in later 
IN PLASTIC TUBES life. Control of the secondary infection by the 
use of QUINODERM limits tissue damage 
1oz. 2/6 and residual scarring. 
: The efficacy of QUINODERM is based on 
202. 4/6 three factors: 
. It contains POTASSIUM HYDROXY- 
SURLE GR Rs-% QUINOLINE SULPHATE — effective 
against a wide range of skin pathogens. 


. It contains BENZOYL PEROXIDE—func- 
tions as a kerolytic so mild in its action 
that no erythema occurs. 


. These two medicaments are incorporated in 
a highly ASTRINGENT CREAM base 
which is both non-greasy and non-sticky— 
giving the product what is called “ cosmetic 
appeal "—ideal for the greasy skin usually 


C R EAM associated with Acne. 


The patient should be instructed to spread the cream AGPROLIN LTD., 
with the fingers over ALL the affected area and 180 CHADDERTON ROAD 
massage until no trace of the cream remains on the OLDHAM 
skin — three times a day 


























MARMITE 
for the elderly 


Sound nutrition is particularly important in the higher age- 
groups for the maintenance of physical and mental well-being. 
Often, however, shopping and cooking present difficulties to the 
elderly and they come to prefer foods which are tasty and need 
little preparation. 


Marmite yeast extract meets these requirements and has the 
added advantage of keeping good for long periods. Moreover, it 
has a high nutritional value: it provides the B, vitamins which are 
essential for heaith and are considered to be specially needed by 
older people. Marmite can be used to flavour all savoury dishes; 
it can be spread on toast or bread and butter, or stirred into boiling 
water or hot milk and taken as a drink. 


MARMITE LIMITED, WALSINGHAM HOUSE, SEETHING LANE, LONDON, E.C.3. 








Literature on request 




















SEDATION 
| QUIETNESS 


PARABAL 

Detoxicated phenobarbitone, 
provides the best anti-tensive 
whenever a sedative 

or tranquillizer is required. 


There is no hangover or depression 
with Parabal. 


Basic N.H.S. cost 50 tablets for 2/3 


Samples and literature on request. 


i8wAl 
pres West Pharmaceutical Company Limited 


9 Paimeira Mansions Church Road Hove3 Sussex 
Telephone: Hove 772215/6 


aR~> Boren 
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Rely on Rybar 
for Instant Relief 


Ever increasing numbers of medical men are rely- 
ing on Rybarvin Inhalant to combat broncho- 
spasm. The Ministry of Health have agreed to 
the prices of Rybar asthma inhalants. 


RYBARVIN brings relief. Consistently, 
often spectacularly, attacks are cut short and 
their frequency lessened. Free from excess 
acid, non-irritant and non-habit-forming, it Pituitary Extract. Posterior 


is an ideal inhalant for all asthmatics, 


and Anterior Lobe ee ¢e6 
Methylatropine rene ia we 


whether young or old. Papaverine 


Adrenaline 


RYBAR INHALER has been specially Bin Partamiodengoats o2 
designed for aerosol therapy. 


Both Rybarvin and the Inhaler may 
be prescribed on N.H.S. Form E.C.10, 


Samples and details of trial outfits 
forwarded on request. TANKERTON - KENT 





A new Non-antihiotic 
treatment 
madeéecassol 


asiaticoside 


Encourages Vascularisation 
after Wounds and Burns 


Madecassol* is an effective healing agent, which is not an antibiotic. 
Madecassol encourages vascularisation after wounds and burns. 
It is an extremely useful adjuvant, when normal treatment had 
been carried out in the first instance for these traumatic conditions. 


. In severe cases it is advisable to use Madecassol by intramuscular 
decassol 


«Maar waved by Laroche Newer Laborciaras, Pare 


injection, and is a well tolerated cicatrizing agent. With 
healing is both rapid and effective. 


MAIN INDICATIONS FOR MADECASSOL 
Wounds—Burns—Eczemas—Bed Sores and Varicose Ulcers. 


P 

Topical applications @ Intramuscular injection 
Powder 2 gm. puffer Asspouies 25 mg. 
Ointment 10 gm. tube (0-5%) Treat 
Available on N.H.S. Literature and samples o: 
References:—Press Medicale 1958, (66, 86) Nelwre 1949, 163) 


LEDA Pharmaceuticals (Division of F. W. Berk & Co. Ltd.) 
Berk House, P.O. Box 500, Portman Square, London, W.1 , 





Telephone: HUNter 6688 
Sole Distributors for Laroche-Navarron Laboratories, Paris 
* Trade Mark LDS 
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RUBRIMENT | crrecrive, 
ECONOMICAL 
RUBEFACIENT 


RUBRIMENT may Safely be prescribed whenever a rubefacient is 
indicated. 

RUBRIMENT is long-sustained in action, and for the relief of pain 
in muscular rheumatism, fibrositis, lumbago and allied conditions, 
one application a day has been found to be sufficient. 
RUBRIMENT is non-greasy, non-staining, and is free from un- 
pleasant odour. It contains 2.5% benzyl ester of nicotinic acid 
and 0.1% Capsicin. 


PACKS AND PRICES Samples will be sent on 


request. Further 
information may be 
obtained from: 


CREAM Basic N.H.S. Price 


tubes of 20G 1/8d. + 5d. P.T. 
jars of 1 Ib 21/- + 5/2d. P.T. 

LINIMENT HORLICKS LIMITED 
bottles of 2 fl. oz... 2/4d. + 7d. P.T. Pharmaceutical Division, 
bottles of 20 fl. oz... 21/- + 5/2d. P.T. Slough, Bucks. 
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Have you received your copy of 
MODERN CONTRACEPTIVE TECHNIQUE? 


| 
| This manual on contraception has already proved 
invaluable to doctors in advising their patients. It 

7 presents a concise and compact survey of methods 
commonly used, together with notes on methods which 
| have medical approval, and also on others which are 

| contra-indicated. You are invited to write for 

: your copy now. 


modern 


contraceptive 


technique ag 





The case against “natural” methods 


T 

| 

| Unreliabie and harmful methods of contraception, such as 
“coitus interruptus”’, are chiefiy used because of the slight loss 

| of sensitivity experienced with protectives (condoms). This 

| problem is now almost entirely overcome by Durex Gossamer, 

, anew kind of /ubricated protective. Durex Gossamer is treated 

| with Sensitol, a “non-wet, non-messy” lubricant which 

| substantially increases the level of sensitivity. Samples of 
Durex Gossammer protectives on request. 


LONDON sae co. LTD. ae _ HALL LANE, LONDON, E.4 





AMPHETON I 


REGISTERED TRADE NAME 


A GENERAL STIMULANT FOR THE 
CENTRAL NERVOUS SYSTEM 


For cases requiring a quick-acting general stimulant without 
increasing the patient's appetite, we consider Amphetone 
unique. It combines for the first time, Dexamphetamine 
Sulphate and Strychnine with 7 and 
members of the Vitamin B Group. The Dexamphetamine 
provides the convalescent with an immediate feeling of well- 
being, this being followed by the well-known tonic effects of 
the other medicaments Clinical reports have been excellent. 


FORMULA Dexamphetamine 7 hate B.P.C., 1/12 grain: 
Strychnine Hydrochloride B.P., rain: Calcium Glycero- 
hosphate B.P.C., 2 grains: Scan lycerophosphate B.P.C., 

grains; Aneurine Hydrochloride B.P., ‘ 4 grain: Nicotin- 
amide B.P., 1/4 grain: Riboflavine B.P., rain; Syrup of 
Blackcurrant B.P.C., 2 fluid drms.: By = /2 fluid ounce. 


[rowon] [s} 


Available in bottles containing 1/0, 20, 40, 80 fluid 
Basic N.H.S. Prices 4/9, 8/9, 15/6, 2719 each. Exempt from tax. 


In association with }. C. Arnfield & Sons Led. 
JAMES WOOLLEY, SONS & CO. LTD., vicToRiA BRIDGE, MANCHESTER 3 


$e 
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FUROXONE in DIARRHOEA 


3 


fuller and speedier 
control of infection 
— seldom evokes 

bacterial resistance 


Available in 100 mg. tablets in packs of 20 
and 200 and as a suspension in 8 oz. bottles 
containing 1624 mg. ‘Furoxone’ with kaolin 
and pectin added. 


FORMULA: 

3-(5-nitrofurfurylidene-amino)-oxazolidin-2-one 
Ay SMITH KLINE & FRENCH LABORATORIES LTD, Welwyn Garden City, Herts 

Licensees of The Norwich Pharmacal Co, USA 


*'Furoxone’ (trade mark) brand of furazolidone 
FN:PAI30 Brit. Pat. Nos. 679202, 735136, 735169, 765898 
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For the treatment of 


VARICOSE ULCERATION | 


**CELLANBAND’’ 
THE ORIGINAL 4 
MODIFIED UNNA’S THE ORIGINAL 


DIACHYLON CREPE 
PASTE SARDAGE! ONESIVE BANDAGE 














Both these effective and old established bandages are 


AVAILABLE ON E.C.10 


Please send for literature 


Cuxson,Gortardclall, OLDBURY, BIRMINGHAM _ srosdwait 1355 


Hoz do 
Waiwi~as-LAT FOOT? 


...do you prescribe an external wedge on the shoes? 
BUT the wedges soon wear away; and very 
often the child is made to feel self-conscious 
because his shoes look different from other 
children’s. 

Surely it’s more logical to have a wedge 
built-in between the inner and outer sole— 
invisible, and completely unaffected by wear 
or repair of the shoe. That is how Start-rite 
INNERAZE shoes are made; why they are the 
only practical solution to this problem. 
Information from Mr. W. J. Peake, James 
Southall & Co. Ltd., Crome Road, Norwich. 


INVISIBLE 
WEDGE SHOES 
BY START-RITE 


(who make the finest children’s shoes of all types) 
Inneraze Shoes are supplied against medical prescription 
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prednisolone 
TR 


freedom from gastric irritation 


that's the extra benefit of 


DELTACORTRIL 


‘ At this centre our anxiety on this score 


[the development of peptic ulceration] 

has been greatly reduced during the past 
eighteen months by the use of enteric-coated 
** prednisolone " tablets.’ 

Lancet, 1959, i, 1149. 


Ce> SCIENCE FOR THE WORLD’S WELL-BEING 


Pfizer Ltd., Folkestone, Kent, *Trade Mark 
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Solprin - Codis - Cafdis 


Contain neutral stable soluble aspirin 


DISSE) Aue 
in 


SOLPRIN. Dissolves in water to form a 
true solution of calcium acctylsalicylate 
(neutral soluble aspirin). 

Clinical evidence produced over a long 
period of years indicates that Solprin 
is unlikely to irritate the gastric mucosa, 
even in the massive dosage prescribed in 
rheumatic conditions. 

More rapidly absorbed, giving a quicker 
effect. 


water 


coois. Neutral soluble aspirin with 
phenacetin and codeine phosphate. 


CAFDIS. Neutral soluble aspirin with 
phenacetin and caffeine. 


N.H.S. basic prices for 500 tablets in foil, 
which ensures protection from moisture: 


SOLPRIN 12/6 copIs 25/- CAFDIs 16/- 


Literature and clinical samples available from: 


RECKITT & SONS LIMITED, PHARMACEUTICAL DEPARTMENT, HULL, YORKSHIRE 









When they are old and in pain 
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When the emotional problems of the aged 
are complicated by advanced or malignant 
disease, Sparine quickly controls the 
patient's agitation by inducing emotional 

_ detachment without undue sedation, 
and paves the way for better reception 
of analgesia. 
Moreover, not only does it enhance actively 
the pein-killing effects of such drugs as 
morphine, allowing them to be given in 
smaller, safer doses, but by its anti-emetic 
action Sparine limits the risk of vomiting 
which so often arises either as a 
sympton of the disease or as a 


ie: lontlelai comelatle Melm@me-Cell-Llelam (gst 1ul-lal a 


promazine hydrochloride 


PACKS: 

Tablets—25 mg., 50 mg. and 100 mg. 

Bottles of 50 and 250 : 

Now also available as a palatable, stable suspension. 
Each5 mi. teaspoonful is equivalent to one 50mg. tablet. 
Bottles of 115 mi. and 1 litre. 

Solution for injection (100 mg. per 2mi. ampoule). 
Boxes of 10 

Write for detailed information. 


*trade mark 


John Wyeth & Brother Limited, Clifton House, Euston Road, London, N.W.1 





When anxiety adds 
to her problems 


It may be the exaggeration of a teenage tension or may be 

just the embarrassment of the spots and pimples of adolescence; 
it may be premenstrual irritation or menstrual misery— 

whatever the issues that cloud her emotional judgement, Equanil 
will help your patient to view her life without the accompaniment 
of anxiety, worry and tension. 

Equanil is the safe, selective sedative—it relaxes 


both mind and muscle. 


al. 


Equanil 


MEPROBAMATE 
Available as 400 mg. tablets. Bottles of 20 and 250. 


Equanil H.S. 200 mg. tablets. Tubes of 20 and bottles of 250. 


*trade mark 


LONDON 
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PIRITON 


preparations keep 
pollen problems 
“out of season” 


relieves symptoms within ten to thirty minutes for relief lasting 
4 to 6 hours 
PIRITON Tablets 
provides sustained relief Each tablet contains 4 mg. 
Piriton (chlorpheniramine 
maleate B.P.C.) 
is unexcelled in safety and tolerance BOTTLES OF 25 
anp 500 TABLETS 

. . . 
is virtually free from side-effects—reports for rapid and sustained 
relief lasting up to 12 hours 
of dizziness and drowsiness are rare PIRITON Duolets 
Each contains 8 mg. Piriton; 
4 mg. for immediate action and 
is suitable for administration to children 4 mg. in inner core for 
delayed action. 
BOTTLES OF 25 
STANDARD REFERENCE CARD ON APPLICATION AND 250 DUOLETS 





Menvufectured in Engiand by ALLEN &4 HANBURYS LTO LONDON €E€2 
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Why has Lucozade a very special attraction 
for the patient ? The answer lies in its re- 

»markably refreshing flavour and fragrance, 
qualities that baffle precise description. 
The colour, the sparkle and the glucose 
content ensure equally its recommendation 
by the doctor and its ready acceptance by 
the patient. 
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Patient’s preference... 


LUCOZADE 


Lucozade is lightly car- 
bonated with an attractive 
golden colour and a pleas- 
ant citrus flavour. It con- 
tains 23.5% w/v Liquid 
Glucose and its energy 
value is 21 Calories per 
fluid ounce. It is supplied 
in 6 oz. and 26 oz. bottles. 
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You can safely 
recommend 


ROBERTSON’S | 


SEEDLESS JAMS & SHREDLESS MARMALADES 


ROBERTSON’S make a whole 
range of seedless jams and shred- 
less marmalades of special interest 


ing from gastric complaints. 
Mothers, with babies to 
feed, will also find them extre- 


to those who have to advise on | mely helpful. Because of their 
dietary habits. These jams and | carbohydrate content and lack of 
marmalades, well-known for their | foreign matter, these jams and 
quality and purity, are invaluable | marmalades can be easily and 
in the treatment of those suffer- | comfortably assimilated. 


JAMES ROBERTSON & SONS (PM) LTD PAISLEY MANCHESTER BRISTOL LONDON 
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OINTMENT 2 oz., 18 oz., (once or twice daily) 
CAPSULES 20, 90, 500 (one daily on rising) 
LIQUID 2 dram (for infants. Three to six drops 


Standardised 


ESSENTIAL FATTY 
ACIDS 


daily) 


for 
ECZEMAS FURUNCULOSIS 
VARICOSE ULCERS AND 
DERMATITIS 

WOUND AND FISSURE HEALING 
Often Helpful in PSORIASIS 
Recent statements in connection with blood - cholesterol 
inhibition by essentia! fatty acids, support our earlier claims 
that dietetic deficiency of the ¢.f.a underlies many skin 
conditions. This fact provides a reason for the already 

‘oven efficacy of “F99"’ in a high proportion of cases. It 
Se been shown beyond doubt that the integrity of the skin 


depends upon the presence of the essential fatty acids. Both 
capsules and ointment should be used. Literature on request. 


INTERNATIONAL LABORATORIES LTD., Dept P.R.2, 205 HOOK ROAD, CHESSINGTON, SURREY 








WHEN A BETTER 
SURGICAL 
STOCKING IS 
MADE— 
LASTONET 

WILL MAKE IT! 


The manufacture of surgical 

hosiery is our specialized business. 

Lastonet stockings are made to the 

exact measurements of your patient 

and ensure a perfect fit, maximum 

comfort and the utmost beneficial effect. 

Lightweight — yet strong. Cool — yet 

firm and guaranteed for six months. 

Elastic Net stockings are the lowest in 

a cost of all types available and, when pre- 

“=~=Pscribing this type, E.C.10 should state, 
“Elastic Net Stockings”’. 

May we send samples and further details? 


Manufactured by Specialists 
LASTONET PRODUCTS LTD., 
Carn Brea, Redruth, Cornwall 
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ST. ANDREWS HOSPITAL, NORTHAMPTON 


FOR NERVOUS AND MENTAL DISORDERS 
President—Tue EARL SPENCER 
Medical Superintendent—THOMAS TENNENT, M.D., F.R.C.P., D.P.H., D.P.M. 


This Registered Hospital is situated in 130 acres of park and pleasure grounds. Voluntary patients, who are 
suffering from incipient mental disorders, or who wish to prevent recurrent attacks of mental trouble; temporary 
tients, and certified patients of both sexes are received for treatment. Careful clinical, biochemical, bacterio- 
ical and pathological examinations. Private rooms with special nurses, male or female, in the Hospital or 

in one of the numerous villas in the grounds of the various branches can be provided. 


WANTAGE HOUSE 


This is a Reception Hospital in detached grounds with a separate entrance, te which patients can be 
admitted. It is equipped with all the apparatus for the complete investigation and treatment of Mental and 
Nervous Disorders by the most modern methods; insulin treatment is available for suitable cases. There is an 
Operating Theatre, a Dental Surgery, an X-Ray Room, an Ultra-Violet Apparatus, and « Department for 
Diathermy and High-Frequency treatment. It also contains Laboratories for biochemical, bacteriological, and 
pathological research. Psychotherapeutic treatment is empioyed when indicated. 


MOULTON PARK 


Twomiles from the Main Hospital there are several branch establishments and villas situated in a park and 
farm of 650 acres. Milk, meat, fruit, and vegetables are supplied to the Hospital from the farm, gardens, and 
orchards of Moulton Park. Occupational therapy is a feature of this branch, and patients are given every facility 
for occupying themse]ves in farming, gardening, and fruit-growing 


BRYN-Y-NEUADD HALL 


‘The seaside house of St. Andrews Hospital is beautifully situated in a Park of 330 acres, at Lianfairfechan 
amidst the finest scenery in North Wales. On the north-west side of the Estate a mile of sea coast forms the 
boundary. Patients may visit this branch for a short seaside change, or for longer periods. The Hospital has 
its own private bathing ones on the seashore. There is trout fishing in the park. 

At all the branches of the Hospital there are cricket grounds, football and hockey grounds, lawn tennis 
courts (grass and hard courts), croquet grounds, golf courses, and bowling greens. Ladies and gentlemen have 
their own gardens, and facilities are provided for Satlevaibe, such as carpentry, &c. 

For terms and further particulars apply to the Medical Superintendent (Telephone: No. 34354, three lines, 
Northampton), who can be seen in London by appointment 














“The funds of this old-established 
Society are invested in the homes of 
the people throughout the country.” 


Hastings and Thanet 
BUILDING SOCIETY 
e Deposits are Trustee Investments 
e Member of the Building Societies 
Association 





e Assets £35,000,000 
e Established over 100 years 


HASTINGS and THANET 
Building Society Agreeable basic therapy by 
99, BAKER STREET, LONDON, W.! poe sauce alkal 
Telephone: WELbeck 0028 preg ton 
: osis, maintains vitamin and 
Send for “‘Savings Booklet” —it’s well : phosphorus absorption. 


worth reading 


BRANCHES AND AGENTS THROUGHOUT 
Tas COUNTRY Aluphos is a trade mark 























ANNOUNCEMENTS A I3I 


FIGHT CANCER 








\ 


WITH A WILL! 


When you are consulted about bequests for Medical work which 
deserves support, please remember the part played by the Imperial 
Cancer Research Fund. It receives no official grant and is entirely 
supported by voluntary donation and bequest. Pioneer in the field of 
cancer research, this organisation was founded by the Royal Colleges 
of Physicians and Surgeons to undertake this vital work in its own 
laboratories. Please help us when you can! 


ai IMPERIAL 
("5") CANCER RESEARCH FUND 


o 
"an PATRON : HER MAJESTY THE QUEEN 


Write for further information to A. Dickson-Wright Esq., M.S., F.R.C.S. 
Royal College of Surgeons, 61 . C.R.F. Lincoln's Inn Fields, London, W.C.2 
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HELPING THE PATIENT TO So oe carn 
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The treatment of this common type of pain 
can be carried out by the patient at home—if 
the doctor explains the necessary exercises. etntp ’ Geneaiis 

But in today’s crowded surgeries, there is often + Re oe me Sete a a ote 
little time for lengthy explanations. 0 Repeenem 

With advice from a consultant in physical ne mae 
medicine, the makers of Algesal Salicylate (ommnen eR Sa 
Cream have prepared a leaflet, available in == saa 
tear-off pads, which describes a course of res- } ——- ~+ ~~~) seed 
torative exercises for strained, aching feet. 
The leaflet ensures that the exercises are carried 
out correctly and explains how to use Algesal 
cream by massage for relief of pain and spasm. 
The patient co-operates in helping himself, and 
gains confidence. 

Other leaflets in this series deal 
with osteoarthritis of the knee, lumbo-sacral 
strain and frozen shoulder. They can be had, 
on request, together with samples of Algesal, 
from E.G.H. Laboratories. 


Alyesal 


10% diethylamine salicylate in a soothing vanishing cream 


NON-IRRITANT, SKIN-PENETRATING SALICYLATE 
FOR THE RELIEF OF RHEUMATIC PAIN BY INUNCTION INDICA TIONS 
Fibrositis or muscular rheuma- 
tism, osteoarthritis, tenosynovitis, 
lumbo-sacral strain and local tis- 
sue pain after injury or exercise. 
Algesal is prescribable on Form 










































































Algesal is not a counter-irritant or a rube- 
facient; it is a means of putting salicylate 
through the skin, at the site of rheumatic pain. 
The active ingredient is carried in a soothing, 
non-staining, white vanishing cream, with a = £.C./0, basic N.H.S. price 2/8} 
mild, pleasant smell of lavender. per tube inc. P.T. 


E.G.H. LABORATORIES - PERU STREET : SALFORD 3° LANCS 
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Diseases of the Eye 


CONJUNCTIVITIS 
By George W. Black, M.B., F.R.C. 


Ophthalmic Surgeon, | Imited Leeds "Meapindins Senior Lecturer in Ophthalmology, 
University of Leeds 


DISEASES OF THE LACRIMAL APPARATUS 


By J. R. Wheeler, M.B., F.R.C.S.Ed 
Lecturer in Ophthalmology, Queen's University of Belfast; Surgeon, Belfast Oph- 
thalmic Hospital; Ophthalenic Surgeon, Royal Victoria Hospital, Belfast 


Tue CLINICAL ProsBLeM OF EyvesTRAIN 


By A. }. B. Goldsmith, M.B., F.R.C. 
Surgeon Oculist to H. M. Household; Ophthal nic Surgeon, Middlesex Hospital 


Tue Present Status OF CORNEAL GRAFTING 
By B. W. Rycroft, O.B.E., M.D., F.R.C.S., D.O.M.S. 


Corneo-Plastic Unit and Regional Eye-Bank, Queen Victoria Hospital, East 
Grinstead 


‘TRACHOMA 


By F. Maxwell-Lyons, M.B., D.O.M.S 
Division of Communicable Diseases, World Health Organization, Geneva 


VisuAL AIDS FOR THE PATHOLOGICAL EYE 


By Professor W. ¥. B. Riddell, M.D., F.R.F.P.S 
Tennent Professor of Ophthalmology, University of Glasgow 


LIGHTING AND VISION 


By H. C. Weston, O.B.E., F.1.E.S 
Lately Director, Medical Research Council Group for Research in Occupational 
Optics, Institute of Ophthalmology 


CURRENT THERAPEUTICS CLXI.—TuHeE Use or PHENMETRAZINE 
By J. P. Spillane, M.D. 
Physician Sapprenentont, Whitchurch Hospital, Cardiff; Consultant Psychiatrist, 
United Cardiff Hospitals 


f- ccc 7-7 - --— —SUBSCRIPTION FORM----------- 


To the Publishing Dept., THE PRACTITIONER, 5 Bentinck Street, London, W.1 
Please send me The Practitioner post free for one year 
beginning with the 





SUBSCRIPTION RATES 
British Isles 
Overseas 
Canada and U.S.A. 


STUDENTS and first-year practitioners are granted a ~ aeaamc concession at 
£1 ss. (Canada and U.S.A. $3.75). 


Single copies 5s. each (postage 10d.); Special Numbers 7s. 6d. (postage 18.). 











I enclose remittance value 


Name and Degrees 
(Block letters) 
Address 


Medical School (students only) June 1960 
Binding Cases for Vol. 183 (July-December seen? are now available price 6s. post free 














the finest method of 


encouraging normal evacuation 
Despite the innumerable laxatives 
introduced since Taxol—it still remains 


the treatment of choice amongst 
physicians for the easy re-establishment of 


normal evacuation. Without purgation, 
Taxol gently but surely promotes 
the return of proper colonic function 
and encourages the resumption of 
a regular, comfortable bowel action. It is 
the method of choice for pre-operatory 
preparation, particularly for perineal 
and rectal interventions, and for 
use after operation. 


CONTINENTAL 
AB ORATORIES LED 


10% GREAT RUSSELL STREET, LONDON, W.C.I 
Telephone: Museum 2042-3 Te'egrams : Taxolabs Phone London 
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the finest method of 


encouraging normal evacuation 
Despite the innumerable laxatives 
introduced since Taxol—it still remains 
the treatment of choice amongst 
physicians for the easy re-establishment of 
normal evacuation. Without purgation, 
Taxol gently but surely promotes 
the return of proper colonic function 
and encourages the resumption of 
a regular, comfortable bowel action. It is 


the method of choice for pre-operatory 


preparation, particularly for perineal 
and rectal interventions, and for 
use after operation. 


CONTINENTAL 
LABORATORIES LED 


101 GREAT RUSSELL STREET, LONDON, W.C.I 
Telephone: Museum 2042-3 Telegrams : Taxolabs Phone London 





One tablet to be chewed as 
an initial dose and thereafter 
one tablet to be sucked 
slowly at regular intervals. 


Pack 
Individually foil-wrapped 
tablets. 


Basic N.H.S. Prices 


Cartons of 4... 
Cartons of 200... . 12/- 
(Subject to P.T.) 


‘ALMACARB’ tablets are prepared from an aluminium 
hydroxide-magnesium carbonate co-dried gel manufactured by an 
entirely new process (Brit. Pat. 812503). The result is a product 

of exceptional stability with a more rapid and prolonged 
acid-neutralising action than that of dried aluminium hydroxide 
gel, either alone or in mechanical] admixture with magnesium 
carbonate. 

‘ALMACARB’ tablets sucked at regular intervals will ensure effective 
control of gastric acidity. Used in this way they are preferable to 
liquid antacids both for effectiveness and convenience, 

‘ALMACARB' tablets are unique because there is no loss of 
neutralising action either on processing or tabletting. 
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